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ABSTRACT 
Critical illness and its hospitalization are stressful experiences to the patient and 
also to the patient's family members p iupper t , Kemicki & Dolan，1996). The 
family system is likely to suffer disequilibrium of functions and structure when 
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supporting a critically ill member. This situation will be more severe if the 
immedia te needs of the family for the hospitalization are not satisfied. Therefore , 
the a ims of the present study were to explore the critically ill family members ' 
perceptions of their immediate needs fol lowing admission of a relative to a critical 
care unit in Hong Kong. 
This is a descriptive study using both quantitative and qualitative methods. A 
convenience sample of 30 family members was drawn from those available during 
the first 96 hours of their relative's hospitalization, in Hong Kong. Self-report 
questionnaires, consisting of a demographic data sheet and a modif ied Chinese 
version of the 45-item Critical Care Family Needs Liventory (CCFNI) (Leske, 1991)， 
were used as instruments to examine the families ' perceptions of need importance 
and whether or not the needs were met. A 20-minute semi-structured interview was 
carried out wi th each family member af ter the complet ion o f t h e questionnaire. 
F rom the mean item scores of the CCFNI, the most important needs were 
related to ' information' and 'assurance'. O n the other hand, the least important 
needs were related to 'support, and 'comfort ' The most important fami ly needs 
listed in the CCFNI appeared to be met. Female family members showed higher 
and consistent ratings of the need importance and the unmet need scores. 
Rela t ionship to patient also had significant correlations with need importance. 
From the interview data, doctors and nurses were identified as the most suitable 
persons to mee t most immediate family needs. Strong negative emot ions including 
fear, worry, anxiety and anger were detected among the families in the first 48 hours 
o f a d m i s s i o n . 
T h e implications are that identification o f t h e immediate needs o f f a m i l i e s with 
a relative in a critical care unit using a valid and reliable measure can reveal the 
focus of nursing intervention in order to provide quality care to the family. This 
knowledge of family needs broadens the arena of nursing practice to involve the 
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Background to the study 
•^  
Critical illness of ten occurs without any warning, leaving with little t ime for 
patients and their family members to prepare for this occurrence. A survey 
undertaken by the Foundation for Critical Care in the United States in 1987，noted 
that over 80 % of all Americans have themselves, or their close relatives, 
experienced an incident of critical illness. A focus on disease and t reatment 
processes has dominated the education and practice of health professionals in their 
care of individuals who have suffered a critical illness, and of their famil ies 
(Thompson, Ersser & Webster，1995). Stress and anxiety created by such an 
experience may vary in intensity and duration, not only for the patients but also for 
their families. Although there has not been any research data in Hong Kong about 
the incidents of critical illness or stress related to this experience, critically ill 
patients still constitute a large population in acute and infirmary hospitals. 
In the past, critical care nursing has been primarily concerned wi th individual 
patients. The nursing goal has focused intentionally on the physiological and 
psychological impact of life-threatening illnesses on the sick. But the critical 
< 
nature of the illness may also lead to changes within the family system. Fear about 
the family m e m b e r ' s death, uncertain outcomes of illness, role changes in the 
family, f inancial concerns, disruption of home routines, and unfamil iar critical care 
environment are some of the sources of stress for family members (Titler, Cohen & 
Craft , 1991). This stress can also reduce the ability of family members to interact 
and support the critically ill patient. However , nurses of ten ignore the social 
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consequences of critical illnesses (Geary, Formella & Tringali，1994) and may not 
assess the unmet needs of the pat ient ' s family who are facing the consequences of 
life-threatening illness. 
In fact, including the family system into the concept of total patient care, is 
essential if quality nursing care is to be delivered (Bemstein, 1990). By expanding 
the concept of patient to include the family, the critically ill pat ient 's total well-being 
will be enhanced. Also the extent to which the family needs are met may 
determine their ability to cope, which in tum, may affect the pa t ien t ' s heal th 
outcome. Nurses are usually the first line care providers that the family encounters 
on admission, they are responsible for the pat ient ' s day-to-day care in the ward and 
are intimately involved in meeting the pat ient ' s and fami ly ' s immediate needs. 
Purpose of the study 
Before critical care nurses can effect ively intervene with the critically ill 
pat ient ' s family, knowledge of the f ami ly ' s immediate needs is essential. In 
addition, nurses should also understand the fami ly ' s unmet needs, and thus nurses 
can focus on them in planning patient and family care. Therefore, the purpose of 
the present study is to explore the family members ' perception of their immedia te 





In this chapter, literature about the concepts of a family as a system will be 
reviewed together with the relevance of family systems to nursing in critical care 
units. Research relating to the needs and unmet needs of families with relatives in 
critical care settings will be discussed drawing out some gaps in knowledge about 
the needs of Chinese families. 
Concept of Family as a system 
Serious illness and hospitalization is a stressful event to an individual. Any 
life event may be stressful if it causes change and demands readjustment of normal 
routines. Ruppert , Kemicki & Dolan (1996) suggest that patients in the critical care 
unit may experience life-threatening physiological change, a feeling of loss of 
control, separation from family and significant others, fear and anxiety related to the 
new environment of the unit, and lack of knowledge regarding their own condition. 
It has also been evidenced that this represents a potential threat to the highly 
organized family unit (Bemstein, 1990; Kahn, 1992). Therefore, the patient can no 
longer be viewed as an isolated individual, and is closely inter-related with and 
influenced by his or her family. 
There are many ways to define and describe a family. Twenty years ago, the 
family was viewed simply as a group with kinship ties o f b l o o d and marital status, in 
a specific social context, each having their own roles and functions (Hymovich , 
1974). At this time, there was little concem about the organization and inter-
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relationship of each member of the family unit. More recently sociological studies 
have contributed to an understanding of the family in a more holistic manner . 
Fr iedman (1981) suggests that the family may be viewed as having both structure 
and funct ion components . The structure ‘component is described as having four 
aspects: role, communicat ion pattern, value systems and power. These components 
make up the sum of the family structure and their inter-relationships. In later work, 
this notion has been further expanded by Fr iedman (1986). In writing about the 
nursing assessment of family, he suggests that funct ions of the family are an 
extension of family structure and reflect the ways in which basic needs of each 
family m e m b e r are met. The family funct ion component consists of affect ive 
function, socialization, reproduction, coping function, economic funct ion and the 
provision of physical requirements. When the structure and funct ion components 
are combined together, they provide an overview of a family. A family is then 
defined as a set of in terac t ing individuals who are usually related by blood, marriage, 
or adoption, and who are inter-dependent in carrying out relevant funct ions through 
their respective roles (Edelman & Mandle，1990). 
General systems theory can also provide a f ramework within which to analyze 
the family. More than thirty years ago, Parad (1965) suggested that a family can be 
viewed as an open system, whereby any change or disturbance in a part of the 
system creates a change or disturbance in the whole system. The open system 
concept by Bertalanffy (1968) promotes the v iew that family members are complex 
subsystems within the family system which in tum, is open to the environment . 
Another earlier but clear description was given by Fawcett (1975), w h o 
suggested that systems have boundaries that separate the family f rom the rest of the 
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environment and control the f low of information, energy, and other affairs between 
the family system and its surroundings in order to maintain the open system. The 
patterns of living among the people who make up the family system therefore 
maintain the energy f low within the system. Behaviours and responses of family 
members are seen as influencing the fami ly ' s pat tem and life. 
Hayden (1987) also defines the family as a system composed of individuals 
who are inter-dependent. The individual members have roles that are influenced by 
their cultural background, personality and social class. Every family system may 
have a specific set of rules and communicat ion patterns. These specific family 
characteristics have been found in previous studies of family relationships 
(Bemstein, 1990; Hill, 1981). The relationships and functions among the family 
members are therefore reciprocal, and once a member leaves the system, it affects 
the whole system. 
With reference to the system concept, the family can also be viewed as a social 
organization and as an emotional environment (Sedgwick & Hildebrand, 1981). As 
a social organization, the purpose of the family is to develop, within its members , 
sets of skills necessary for a productive membership of a larger social system. 
Apart from fulfill ing the roles of being the parents or elder siblings giving physical 
care to the younger members, the family can interact with each other to give 
emotional support. All family members can facilitate each other to learn how to 
live adaptively with their outside environment including the working environment 
and the peer group. Therefore, the interactions among the members play a vital 
funct ion and influence the values, beliefs and practices which develop within the 
family itself. 
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Based on the explanations of the family as a system, if any external or internal 
change occurs in any family member , it is likely to pose interference to the 
equil ibr ium of the whole social network and also influences the fami ly ' s emotional 
environment . This emotional environment may include the individual ' s ability to 
be responsive and caring, and the nature of the goals and expectations which the 
family has set for itself in terms of individual per formance and growth (Sedgwick, 
1981). A n important aspect of the family unit is the emotional dependency fami ly 
members have on each other. Any unexpected and sudden impact on one m e m b e r 
may cause some disturbance in the f ami ly ' s social ^ d emotional environment . 
In H o n g Kong, similar to the Chinese Society in Mainland China and Ta iwan , 
the fami ly is the traditional foundat ion of the society (Shon & Ja，1982). Each 
member of the extended family jo ins in the worship of ancestors at a ce remony 
per formed in each year, emphasizing and strengthening the family sys tem Q^an, 
1982; Tseng & Wu，1985). The Chinese fami ly is dominated by Confl is ionist ic 
principles such as a belief in being kind-hearted, giving respect and concern , and 
giving obedience to parents and other older people. There is a strong emphas i s on 
specif ic roles and proper relationships a m o n g people, especially the fami ly m e m b e r s 
(Yeh, Gi f t & Soeken，1994). There is also a strong desire for every Chinese 
individual to maintain their relationship, obligat ions and roles thereby enabl ing 
family m e m b e r s to remain in equil ibrium. In Chinese families, any change a m o n g 
the family members can easily disturb the relat ionships and create anxiety and stress 
to other members . The funct ion of the Chinese family is therefore emot ional ly and 
socially support ive to each family m e m b e r and closely relates to the prev ious 
perspect ives of the family as a system. 
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Family As A Supportive System To Patients 
The funct ions of the family as a supportive system to its individual members 
appears to have been reflected in changes *in nursing care. The concept of family 
involvement in patient care is an area that has evolved over time. The shift of the 
focus of nursing care is from individual patient care towards a family-centred 
approach in different nursing settings (Coulter, 1989; Millar, 1991). Inclusion of 
the pat ient ' s family in nursing care planning is not only within the scope of nursing 
practice, but is an expectation for which the nurse is accountable. The Standards 
for the Nurs ing Care of the Critically 111 published by the American Associat ion of 
Crit ical-Care Nurses (1981) emphasizes the importance of assessment of the 
individual and family needs during illness, and the continuous involvement of the 
family in nursing care of the patient In general terms the Code of Profess ional 
Conduct in Hong Kong also encompasses the involvement of family (Nursing Board 
o f H o n g Kong, 1986). By expanding the concept of patient to include the family , the 
critical ill pat ient ' s total well-being is enhanced (Rodgers, 1983). 
In clinical practice it has therefore been helpful to consider the fami ly as a 
group of people with shared past events, who experience emotional a t tachments and 
bondings; and who participate in every m e m b e r ' s present and future goal p lanning 
(Boise, Heagerty & Eskenazi，1996). Within the family unit, every c o n c e m 
revolves around needs of the family as a unit as well as every individual ' s needs. 
The fami ly members are not only biologically related, but also socially and 
emotional ly involved in every aspect of life. 
Sciarillo (1980) used Hymovich ' s (1979) ideas about family health care to 
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examine individual and family developmental tasks such as perceptions, resources 
and coping abilities, and the impact of these variables on the fami ly ' s 
accomplishment. It was found that during the developmental process, socialization 
of each individual inside the family can infhience the perception of events as threats, 
and use specific coping mechanisms and available resources to deal with these 
stressful events. The results of this social interaction among the family members can 
therefore contribute to the establishment of the structure and functions of the family. 
Critical illness in an individual can be regarded as one of these variables impacting 
on family structure and functions, and also affecting the developmental tasks of the 
family as a whole. Family role structure and communicat ion patterns may change 
due to the hospitalization of a member. The stability of the family may be 
disrupted and both basic physical and emotional needs of family members may be 
unmet as the result of the serious illness of one member (Mathis, 1984). 
Therefore, as Millar (1991) argues patients in the family system seldom 
experience a crisis alone, the family is influenced by their relative 's predicament. 
Not only can the critically ill patient be viewed as an individual entity, but the 
family should also be involved and assisted to cope with this impact in order to 
restore the family system's equilibrium and to continue its development. 
Critical Illness As A Family Crisis 
Family reaction to patient,s critical illness 
It is now widely recognized that the hospitalization of a family member in the 
critical care unit results in a number of psychological and emotional problems not 
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only for patients but for the family as well (Curry, 1995). Most families experience 
shock and fear when a relative is admitted to a critical care unit. The admission is 
often sudden and unexpected and can precipitate various psychological reactions, . 
especially as family members have little experience in dealing with hospitalization. 
As mentioned before, the Chinese families may feel guilty and angry if they feel 
they are responsible for the patient 's illness (Yeh et al., 1994). The family may 
also feel powerless as they have little control over the pat ient 's environment or 
intervention needed. 
Ruppert (1993) found in a study of the wives of critically ill patients that the 
critical ill experience was marked by the uncertainty of the situation. The spouses 
used the processes of keeping a constant vigilance, validating the patient 's condition 
through information and "seeing for o n e s e l f , and mobilizing internal and external 
resources to work toward the retum of a normal life. The internal resources can be 
one or more coping mechanism as suggested by Geary (1979). 
Minimizing can be the first and most prevalent psychological reaction of family 
to pat ient 's critical illness and hospitalization (Coulter, 1989). This psychological 
reaction is characterized by attempting to ignore the significance of the event. A 
family member who does not remember information regarding a pat ient ' s condit ion 
or cannot understand repeated explanations may be using this mechanism. 
The family may be also repeatedly asking the same questions or tell the nurses 
the same story repeatedly in order to decrease their anxiety (Ruppert et al., 1996). 
Sometimes family members wish to get confirmation and are seeking to receive 
consistent answers f rom the nurses and other health care professionals. 
Besides all these, the family members may display a strong and competent 
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attitude, by keeping a 24-hour silent vigil at the pat ient ' s bedside, and turning to 
others for emotional support such as relatives, f r iends and the unit staff (Rupper t et 
al., 1996). Regardless of the coping reactions a family uses, they are a signal for 
support and help. The variety and intensity of the psychological reactions may 
indicate the emotional responses of the family to the critical illness and to the 
hospital ization (Braulin, Rook & Sills，1982). As care-givers to the patients and 
their family, critical care nurses need to recognize that the family is seeking help. 
Millar (1989) also suggested that in the strange environment of the hospital or 
the critical care unit, the family usually expressed .fear, anger, mistrust , helplessness 
or hopelessness , these reactions combined wi th the lack of knowledge about the 
future can create the feelings o f l o s i n g control and much anxiety. 
W h e n something goes wrong, Chinese people tend to examine themselves , to 
b lame and criticize themselves, or grieve privately rather than express their anger or 
anxiety towards the people involved (Shon & Ja，1982). This can, however , be 
more stressful to the family members , w h o themselves are likely to need more 
psychological support . This area of psychological care for the patients and famil ies 
has of ten been neglected in the critical care nurses ' priority of care whi le put t ing 
m u c h effor t on the biological crisis the patient is suffer ing. 
Critical illness and hospitalization as stressors to family 
Since fami ly members are highly inter-dependent, any change in fami ly 
structure and funct ions will cause a certain degree of dis-equil ibrium in the fami ly 
environment . Each person in the family depends on the role relat ionships to 
establish and maintain his identity and self-esteem ( D o m , 1987). W h e n one 
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member becomes critical ill and is hospitalized, all family members will experience 
stress. As suggested by Leske (1992)，critical illness of ten occurs without warning, 
and there is little t ime for family members to prepare for this experience. Stressors 
produced by a critical illness vary in intensity and duration but certainly have the 
potential to create a heavy load and t rauma for families. Fear of pat ient ' s death, 
uncertain outcomes, emotional turmoil, role changes, financial concerns, and 
disruption of home routines, are examples of the sources of stress for family 
members (Titler, Cohen & Craft，1991). 
McCubbin & Patterson (1983) defined these stressors as critical life events of 
the family in which one member is severely ill or faces impending death, thus 
producing tension which is not overcome. The family is under stress when there is 
an actual or perceived imbalance between demand and capability in the f ami ly ' s 
funct ioning. A crisis occurs when a person is confronted with a problemat ic 
situation for which his or her typical way of operating in the world and the usual 
supports are not sufficient (Ruppert et al., 1996). It is then indicated as a t r iggering 
factor denot ing the degree of disruptiveness, disorganization, or incapacitat ion in the 
family unit or in individual family members , and is characterized by inability to 
restore stability fol lowing the catastrophic event, which is found in the si tuation of 
family member having a critical illness (Dom, 1987). 
M c C u b b i n and Pat terson 's (1983) Model of Family Behaviour describes a 
family under such crisis as having variables that additionally influence the f ami ly ' s 
ability to achieve adaptation over t ime. These variables are demands , adapt ive 
resources, the perception of the crisis situation, and adaptation. W h e n the 
imbalance is due to demands exceeding available resources, the family will 
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experience a state of distress resulting f rom the family 's defining the demand-
resources imbalance as unpleasant (Rukholm, Bailey, Coutu-Wakulczyk & Bailey’ 
1991). McCubbin and Patterson (1983) also identify five main types of demands 
which act as stressors on the family and individual family members, including: 
(1) the initial stressors and accompanying hardships (that is, the additional 
stressors associated with the events); 
(2) normative transitions; 
(3) prior strains; 
(4) the consequences of family and individual efforts to cope; and 
(5) intra-family and social ambiguity. 
The stressful event is therefore the hospitalization of a family member in a critical 
care unit. The accompanying hardships or additional stressors consist of the unmet 
needs of family members, and which will become the immediate demands on the 
family. The perception of these stressors and the resultant needs are related to the 
second to f i f th demands listed above, which further increase the stress and anxiety of 
the family members . 
Rukholm et al. (1991) studied 166 immediate family members of patients in the 
intensive care unit. The patient 's critical illness and subsequent hospitalization 
significantly raised anxiety level of the family members in the first f e w days of 
hospitalization. Therefore, critical illness is a sudden unexpected challenge to the 
fami ly ' s integrity and its feeling of invulnerability and intimacy. In fact, no matter 
how threatening, it reminds each member that death could occur to the person they 
are most emotionally attached to. 
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Factors influencing family,s perception ofthe critically ill patient,s 
hospitalization 
Sudden hospitalization may be more stressfiil if the family ' s previous way of 
coping with stress has been through their own actions to solve a family problem. In 
the situation of sudden illness, they will feel unable to do anything to cause the crisis 
to abate. However, the fact that nurses and doctors are preoccupied with saving the 
pat ient 's life and do not give enough time to the needs of relatives is an additional 
stress. Craig, Copes and Champion (1988) suggest that while critically ill patients 
receive the most advanced treatment for physiological injury, the variety of 
dysfunctional behaviours by the patients and their families are difficult to deal with. 
In addition, the physical environment of the critical care unit causes stress. 
Family members are confronted with alarm machines and numerous intravenous 
lines and other "tubes". They are often overwhelmed by detailed explanations 
about the technology, but the focus is instead on familiar and personal aspects of 
care rather than on the unmet needs (Ruppert, 1993). In fact, family members have 
little control over events, leaving the active role to the nurses and doctors. 
It is believed that when the family needs are met the impact of stress on the 
family and their patient can be lessened (Price, Forrester, Murphy & Monaghan, 
1991). Chartier and Coutu-Wakulczyk (1989) studied a convenience sample of 207 
family members with different affiliations in a 9-bed intensive care unit o f a 388-bed 
university hospital in Canada. They found that there was a significant positive 
relationship (p < .001) between the critical care family needs and the situational 
anxiety measured with the A-scale of the State Trait Anxiety Inventory by 
Spielberger, Goruch and Lushene (1970). They also found that anxiety level o f t h e 
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family members would be reduced when these family needs have been met. 
D o m (1987) also in her family need study of 32 critical care family members 
indicated that family members have needs which are perceived as important, but 
which are not being consistently met. T h t consequences of these unmet needs are 
believed to increase anxiety, reduce coping ability, result in somatic symptoms, and 
increase fear, hostility, and depression. If distress is severe and not being resolved, 
it may precipitate a crisis in the family unit or individual family members (Bouman, 
1984; Daley, 1984). 
Family Needs of Critically III Patients 
The needs of families of critically ill patients have been addressed in several 
research studies over the past two decades. However, most of them have been 
carried out in wes tem countries. Different studies have reported a variety of 
perceived needs with relative differences of importance. There are also great 
differences in rating the need importance between the families and the health care 
professionals. One of the earliest studies by Hampe (1975) focused on the spouses 
of the terminally ill patients. She identified that 98 % of the spouses admitted to 
having all of the following eight needs: 
(1) the needs to be with the dying person; 
(2) the need to be helpful to the dying person; 
(3) the need for assurance of the comfort of the dying person; 
(4) the need to be informed of the mate ' s condition; 
(5) the need to be informed of impending death; 
(6) the need to ventilate feelings; 
(7) the need for comfort and support f rom family members; and 
(8) the need for acceptance, support, and comfort f rom health care 
professionals. 
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Breu and Dracup (1978) obtained similar results in a fol low up study in a 
coronary unit, except that these spouses identified an additional need reflective of 
0 
the sudden onset of symptoms in many patients with coronary disease, namely the 
«• 
need for relief of initial anxiety. 
A major study which identified a number of perceived needs of relatives of 
critically ill patients was undertaken by Molter (1979). Molter proposed that the 
identification of what family members perceive as their needs in crisis situations is 
paramount in order to include them in the patient care process. An exploratory 
research design was used to investigate the needs of 40 relatives of critically ill 
patients with a structured interview technique. A list of 45 need statements was 
developed on a 4-point Likert scale through literature review and reviews by 23 
nurses. Ten most important needs were: (1) to feel hope; (2) to feel that hospital 
personnel care about patient; (3) to have waiting room nearby; (4) to be called at 
home with changes; (5) to know prognosis; (6) to have questions answered honestly; 
(7) to k n o w facts about progress; (8) to receive information once a day; (9) to 
receive understandable explanations; and (10) to see patient frequently. 
Molter (1979) found that the needs addressing hope, information and visiting 
were rated the highest, whilst the need to help with the pat ient 's physical care was 
surprisingly rated the lower priorities. Molter concluded that the family needs 
could be identified by the families themselves and could also be grouped into 
physical needs such as helping with pat ient ' s physical care; cognitive needs such as 
gaining information about the pat ient 's condition and prognosis; and emotional 
needs such as to feel there is hope. Molter also concluded that the family needs 
could best be met when involving the family in total patient care. 
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Leske (1986) replicated Mol te r ' s work in the intensive care units at three 
Midwes t city hospitals in the United States. Fif ty-f ive family members of 20 
patients were studied. Mol ter ' s 45 need statements were randomly ordered and 
formed the first edition of the Critical Care^Family Needs Inventory (CCFNI) which 
has been frequently used in subsequent studies. Similar rankings of the most 
important needs were found in Leske ' s study, and also in various work in di f ferent 
critical care settings (Rodgers, 1983; Spatt, Ganas, Hying, Kirsch & Koch, 1986; 
Norhe im, 1989; Bemste in , 1990; Price et al.，1991). 
Daley (1984) conducted another study with 40 blood relatives or s ignif icant 
others in a 14-bed general medical-surgical intensive care unit, using 46 need 
statements revised f rom Breu and Dracup (1978), Hampe (1975), and Mol ter (1979). 
Six need categories were formed f rom grouping of the 46 need s ta tements and 
ordered by the mean value of rating for the importance of the statements. These six 
need categories in order were: (1) relief of anxiety; (2) information; (3) to be wi th 
patient; (4) to be helpful ; (5) support and ventilation; and (6) personal needs . 
However , details of h o w these categories established by Daley were not explained. 
B o u m a n (1984) also studied the self-perceived needs of 34 family m e m b e r s of 
critically ill patients in a large medical centre. Three distinct categories of fami ly 
needs, wh ich consisted of cognitive, emotional and physical needs, were found to be 
useful in c lass i fying the important fami ly needs. 
Leske (1991) has carried out further work on the 45 need statements C C F N I by 
Mol ter (1979) and examined the in temal consistency reliability and construct 
validity of the inventory by testing on a large sample in the United States. Fami ly 
need data on 677 subjects, collected by 21 nurse investigators in 14 states over a 
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period of 9 years (1980-1988) were used as an aggregate data base. The internal 
consistency alpha coefficient of the inventory was high (0.92), five factors were 
found by the principal components factor analysis with varimax rotation. The five 
domains of the CCFNI (Leske, 1991) were labelled as need for support, comfort , 
information, proximity, and assurance. Further research is needed to warrant 
continuing use of the tool in research and clinical practice related to the family needs 
of the critically ill. 
Moreover, various qualitative studies have been carried out on critically ill 
pat ient 's family needs. Similar themes or categories of needs to. those domains in 
the CCFNI (Leske, 1991) were found. Walters (1995) studied the experiences of 
15 relatives of the critically ill patients in a large tertiary referral hospital in Sydney, 
Australia. A desire to be physically and emotionally with the patient and actually 
seeing the patient were the main themes in the study. This is similar to the need for 
'proximity ' in the CCFNI. Information seeking, psychological comfort , and social 
and resources support were also found and emphasized in various recent studies 
(Jamerson, Scheibmeir, Bott, Crighton, Hinton & Cobb, 1996); Johnson, Craft , 
Titler, Halm, Kleiber, Montgomery, Megivem, Nicholson and Buckwalter , 1995; 
Theobald, 1997; Thompson et al., 1995). 
Wong (1995) conducted a study in Hong Kong with 58 Chinese respondents 
f rom 4 critical care units using the CCFNI (Leske, 1991). The ranking of need 
statements differ f rom Molter ' s (1979) and Leske ' s (1986) studies. One striking 
difference in the rank order is that the item ‘ to feel there is hope’ was ranked at 11^ 
position in the study, while it was at the first position in Molter ' s (1979) and Leske ' s 
(1986) studies. These different rankings suggest that related cultural background 
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has some influence. Al though there was no explanation or discussion about the 
cultural difference, this would be expected to be related to the Chinese culture - it is 
believed that each family member has important responsibili ty to care for all other 
members , especially the spouse (Yeh et ah, 1994). Chinese relatives are likely to 
b lame themselves for the critical illness and not want to face the m e m b e r ' s death 
(Tseng & Wu，1985). Therefore, al though there appears to be similarity of f indings 
among the relevant overseas studies, such as having similar ranking of need 
importance or similarity in high percentage of important needs usually met , mos t 
authors acknowledge limited generalizability and call for replication in other 
hospitals and geographic regions and culture (Simpson, 1989; Leske, 1992，Wong, 
1995). 
Different perceptions of family needs 
Critical care family needs have been viewed differently by the heal th care 
providers, by patients, and by famil ies in earlier studies (Irwin and Meier , 1973; 
Carey, 1973). In recent research studies, nurses ' and famil ies percept ions of their 
own needs were also found to be incongruent (Morse & Johnson, 1991; 0 ' M a l l e r y , 
Favaloro, Anderson, Anderson, Siewe, Benson-Landau, Deane, Feeney, Gmeiner , 
Keefer , Mains & Riddle, 1991; Thompson et al., 1995). For example , dur ing brief 
visiting periods, nurses of ten provide routine responses and believe that these 
responses provide adequate interventions to family members . However , these 
interventions are not adequate and are f requent ly based on the percept ion of the 
nursing staff to the needs of family members . Nurses may also waste energy 
at tempting to respond to nonexistent needs (Kahn, 1992). Norr is and Grove (1986) 
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also found a great difference in perceptions of the family needs between a sample of 
20 family members and 20 selected intensive nurses. Specifically, the nurses 
tended to underestimate the needs of family members in aspects, such as having 
some kinds of information, feeling accepted by staff, feeling hope; and being 
informed of the changes of patient 's condition. 
Lynn-McHale and Bellinger (1988) similarly concluded that there was a 
marked discrepancy in the number of need statements between family members and 
critical care nurses, although nurses were found to be "moderately accurate" at 
identifying the extent to which family members perceive their needs as being met. 
The need statements were also grouped into six categories, including personal 
support systems, visitation, information, psychologic aspects significantly to the 
family, environmental factors and situational support systems. It was" only the last 
category of situational support system being agreed between the nurses and the 
families that was met in the first few days of hospitalization. It appeared that the 
family only agreed on the needs of support f rom and rely on the health 
professionals who could provide care to their patient. 
Nurses ' perceptions of family needs were also found to be influenced by units 
worked, length of t ime practicing in critical care, educational preparation, and length 
of t ime in nursing ( 0 ' M a l l e y et al., 1991). Morse and Johnson (1991) and 
Thompson et al. (1995) have argued that the perspective of pat ient 's illness and 
recovery after a heart attack, and its effects on family especially the spouses, should 
be developed f rom the perspective of the patient and hisAier family rather than f rom 
that of the health professionals. Therefore, it is important that the critical care 
nurses or other staff abandon their subjective thinking and try to find out what the 
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family members need and how they place the importance on their needs. Hence, 
nurses can satisfy these family needs according to the fami ly ' s perceived 
importance. 
w 
Needs of different family members 
Another important issue in understanding family needs is the relationship of the 
family members with the patients. A n important question is whether or not the 
relationship of the family member to the patient indicates different need patterns. 
Most studies have defined the family members as the blood relative or significant 
other, especially the spouses, parents, children and the siblings. 
One of the studies by Spatt et al. (1986) compared the needs of different groups 
of family members . There was no significant difference between needs identified 
by these groups including the spouses or other family members . Leske (1992) also 
studied 905 family members of 668 critically ill patients, including 45 % spouses, 23 
% parents, 32 % children, there was also no statistically significant di f ference among 
spouses ' , parents ' and adult children' ratings of importance for most d imensions in 
the C C F N I (Leske, 1991) except the needs for comfort . Apart f rom these two studies 
by Spatt et al. (1986) and Leske (1992), there are limited studies especial ly for 
Chinese famil ies in comparing the perception of needs among the critical care family 
members . 
In some studies, there are also more than one family members of each patient as 
target subjects for investigation of the family needs (Hammond, 1995; Kahn, 1992; 
Leske, 1992，Norheim, 1989). The critically ill patients ' spouses, parents, children, 
and siblings were of ten included. Norhe im (1989) noted that spouses rated some 
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needs significantly different f rom those of other relatives, whereas Leske (1992) 
reported that adult children rated the need for comfort significantly less important 
than spouses and parents. Moreover, it was suggested that the f indings could 
indicate a wide range of perspectives in relation to the family needs (Kahn, 1992; 
Leske, 1992). 
Met and Unmet Needs 
As mentioned in the above section, Hampe ' s (1975) study began the focus on 
the family needs of terminally ill patients and Molter ' s (1979) study established a 
systematic study of family needs of critically ill patients with a 45 need statements 
inventory which has been used or modif ied in many subsequent studies. Al though 
a great variety of family needs of critically ill patients were identified in all of the 
studies related to needs of the families, another important question for famil ies has 
not been asked, that is, whether the identified and most important needs are met 
immediately. 
One of the earliest study to explore the extent of the family needs being met 
was carried out by Molter (1979). Among the ten top important needs identified by 
the 40 family members in the first 48 hours of two intensive care units, four of them 
were perceived to be unmet. They are: (1) to talk to physician at least once a day, 
(2) to know about chaplain services, (3) to have a place to be alone in hospital ' and 
(4) to have someone help with finances. It also indicated that some of the 
important family needs were always perceived not to be met by the health care 
professionals, including nurses and doctors. 
Another study by Rodgers (1983) showed a different picture of unmet needs. 
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In this study, there were 20 family members of 11 patients having cardiac surgery 
with an average length of stay in the cardiac surgical intensive care unit of 72 hours. 
The family needs were also rank-ordered by importance. Forty of the 45 need 
statements by Molter (1979) were identified by at least 60% of the relatives as 
having been met and also being important or very important. Nevertheless, seven 
of these 40 important needs were found to be satisfied by all family members 
including: 
(1) to know I would be called at home for change in patient 's condition; 
(2) to have questions answered honestly; 
(3) to know exactly what was being done for patient; 
(4) to know patient 's chances for recovery; 
(5) to receive understandable explanations; 
(6) to have reassurance that best care was being given to patient; and 
(7) to receive information once a day. 
On the other hand, there were four needs that were perceived as important or very 
important but were met less than 50% of time. They included: 
(1) to talk to the doctor once a day; 
(2) to have a place to be alone while in the hospital; 
(3) to know about chaplain services; 
(4) to have someone help with finances. 
Spatt et al. (1986) also explored the unmet needs with 25 blood relative or 
significant other of patients in intensive care unit at least 48 hours. Five unmet 
needs were found and four of them were: to talk to same nurse each day, to 
differentiate between various personnel caring for patient (laboratory technician, 
nurse, physician), to receive explanations regarding progress and changes in 
condition, and to have flexible visiting hours. . These four unmet needs were not 
found by Molter (1979) and Rodgers (1983). The remaining one unmet need, that 
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is ‘to talk to physician each day' , was reported in all three studies cited. 
From the above three studies, the researchers identified a great variety of 
responses about unmet needs f rom the families. The perceived unmet needs 
consisted of both the most important famrly needs rated by the families and some 
other less important items of needs in the CCFNI (Leske, 1991). These unmet 
needs also contained those items in the five domains of needs (support, comfort , 
information, proximity, and assurance) suggested by Leske (1991). However , there 
was no further exploration or investigation of these unmet needs and their effects on 
the families. Therefore, these findings provided insufficient understanding of the 
importance of the unmet needs for improving satisfaction of the immediate needs of 
critically ill pat ient 's family. 
Wong (1995) also used the CCFNI (Leske, 1991). to study the family needs of 
critically ill patients in Hong Kong. A total of 58 Chinese respondents f rom 4 
critical care units were included in the study. The nature of family needs was 
found to be similar to overseas studies, but the sequence of the ranking was quite 
different. The findings revealed a great difference f rom those of the above three 
studies. Forty-one percent of the respondents reported that they did not have a 
specific person to call at the hospital when they were unable to visit. There were 
also 3 6 % concerned that they did not get unit orientation. However, 31% reported 
a similar concem as in the above studies that they were not able to talk to the doctor 
daily. Wong also suggested that most of the unmet needs were related to the 
degree of nurses ' awareness of family needs, hospital and unit policies. For 
example, the clinicians did not answer telephone enquiries about the pat ients ' 
condition. Nurses also believed that limitation of visiting hours allows patients to 
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have more rest and less stress (Hopping, 1992). 
Therefore, it is not sufficient to only identify the family needs and the 
importance of each one to the families. It is also important to explore the unmet 
needs of the families and attempt to f i nd out what causes the presence of these 
needs. Through this understanding, the family needs can be met more accurately, 
and the family can anticipate future gratification of the unmet needs (Brown, 1989; 
Jamerson et al., 1996). If the unresolved problems creating the unmet needs are 
related to the hospital or unit policies as found by Wong (1995), some 
recommendat ion could be made to reduce the existence of the needs. 
Person Most Suitable to Meet the Family Needs 
The question of suitable person to meet family needs has been asked in many 
studies. In both Molter ' s (1979) and Daley ' s (1984) studies, the physician was 
identified as most instrumental in helping families meet their most important needs. 
It was also reported that nurses met the majori ty of other needs for families. In 
Daley ' s study, the families were asked to select the person they perceived as being 
most likely to meet the stated needs f rom a list of 46 need statements which were 
based on the studies by Gardner and Stewart (1978)，Hampe (1975) and Molter 
(1979)，and on the researcher 's own personal experience. The choices of the 
suitable person included physician, nurse, minister, family member, self and other. 
Physicians were perceived to be the suitable person to answer various quest ions 
which cannot or should not be answered by the nurses, i.e. questions of diagnosis, 
prognosis, treatment, changes in condition, and the like. However, nurses are seen 
as more suitable for answering everyday information such as temperature and blood 
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pressure changes, orientation status, changes in the monitor pattem, and so forth 
(Millar, 1989). Curry (1995) also suggested that nurses working most t ime at the 
bed-side of critically ill patients were more likely to meet the needs of their families. 
Rodgers (1983) studied 20 relatives of 11 cardiac surgery patients in a 450bed 
metropolitan teaching hospital in the United States. In fmding out who were 
suitable to meet the 45 family needs, she reported that the majori ty of needs were 
met by nurses, who accounted for the important resource group in the 34 need items. 
The remaining eleven items listed on the questionnaire, such as the desire to have a 
telephone nearby, or to have a bathroom near the waiting room, had no clear 
objective response for this question and thus required no answer. Physicians were 
identified to be the second suitable person for meeting the needs. Except for the 
desire to feel there was hope, more nurses than physicians were considered to have 
been instrumental in the fulfi l lment of the ten most important needs. Krumberger 
(1985) and Theobald (1997) also found that nurses were primary and important 
sources for satisfying immediate needs of the families with cardiac surgery patients 
and myocardial infarction patients respectively. 
Wong (1995) found similar results on this question. Families stated that 
nurses were the most important care providers in meeting their needs, having close 
contact with the relatives and patients. Nurses were also the best persons to 
provide the most updated information to the relatives, while assuring them that the 
best care is being delivered to patients, as well as liaising on a daily basis. 
Information concerning patients ' diagnosis, progress and outcome, type of medical 
treatment was identified by family members as best met by physicians. 
In fact, the need for hope was the only one satisfied by persons f rom all 
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resource groups, including physicians, nurses, families, patients, and other health 
professionals. As a result, other relatives were also considered a significant 
resource group for the fulfil lment of family needs of their relatives. Seven items 
were identified to be often met by other relatives: someone to encourage me to cry, 
to be alone with, to have someone concerned for my health, to have someone to visit 
the patient with me, to talk to someone about my negative feelings, to have someone 
to talk to about the possibility that the patient might die, and to have a place to be 
alone while in the hospital. Relatives in Molter ' s (1979) study also frequently 
associated other relatives with the fulfi l lment of the family needs. Therefore, the 
ones who can meet the family needs can be various resource persons, including 
social workers, co-patients, self and technicians. This idea was also identified in 
Rodgers ' (1983) study. 
Summary 
From the literature review, it is indicated that critical illness and hospitalization 
is not only a stressful event to the patient, but also is a crisis to the whole family. 
The prevail ing perspective of family is one of an open system, in which the 
members are inter-dependent in functions. Any change in structure and funct ions 
of the family caused by the critical illness can cause dis-equilibrium of the social and 
emotional environment of the family. The importance of the family as a support to 
the patient has been recognized by the nursing profession in its holistic approaches 
to care. Hence, identifying family needs when crisis occurs is crucial. However , 
there are many factors influencing the fami ly ' s interpretation of this critical 
experience. The initial stressors in the first one or two days of hospitalization and 
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accompanying 'hardships ' experienced by the family members in this period are the 
most specific factors that will be focused in my present study. 
Different studies of family needs have been carried out in westem countries in 
the last three decades. A great variety o f r a n k i n g s in the family needs importance 
were found in various critical care settings. Differences of the need importance 
were also indicated when comparing the perception of the needs of family members 
and critical care nurses. 
Moreover , it is important to recognize which family needs are of ten not met. 
In different studies, a variety of needs were unmet in various critical care settings. 
Inadequate attention has been made by nurses and other health professionals to those 
unmet needs in critical care planning. The critically ill patients ' families are in 
need of social and professional support. Therefore it is important to establish the 
most suitable persons as perceived by the family, to meet their needs during the first 
f ew days of admission. 
Differences in ratings of family needs importance were more recently suggested 
to be related to the cultural background of the families. In fact, only limited studies 
of family needs have been carried out in Chinese families. This area warrants further 
study particularly in relation to the immediate family needs of critically ill patients 





METHOD OF THE STUDY 
This chapter details the research design， including the aims and objectives of 
the study, operational definitions, sampling, access, data collection, analysis, and 
ethical considerations. Reliability and validity issues are also addressed. 
Aims and Objectives 
The aims of this study are to assess the important and immediate needs of a 
family w h o have had a relative admitted to a critical care setting. Further 
understanding of the reasons why the family ranked their needs as such and the 
psychological reactions to this sudden change in the family system will also be 
explored. 
The objectives of the study are to : 
1. identify the immediate needs of families with a member admitted to a critical 
care unit and their relative importance f rom the fami ly ' s perspective; 
2. - assess the extent to which these needs have been met; 
3. identify who is / are the most suitable person(s) to fulfil l the family needs; 
4. compare the priority of perceived needs with some family demographic 
characteristics; and 
5. explore the immediate feelings of the family fol lowing the admission. 
Operational DeHnitions 
The main terms used in this study are defined as follows:-
1 • Critical Care Units 
The intensive care units (ICU)，medical or surgical, and the coronary care units 
(CCU), which are commonly found in Hong Kong for hospitalized patients with 
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various types of critical illnesses, such as cardio-vascular diseases and neurological 
diseases or injury. 
2. Critically ill patient 
A Hong Kong Chinese person remairting in the critical care unit for 96 hours 
and admitted for the first time. 
3. Family member of the critically ill patient 
A person 'over the age of 18 years, who has a familial relationship with the 
patient; either by common ancestry or affinity, such as the spouse, parent, adult child 
or significant other, who visits the patient in the critical care unit within the study 
period. 
Design 
This is a descriptive study, using both quantitative and qualitative methods. 
Both questionnaires and exploratory interviews were used to collect data. The use 
of multiple data collection is essential to achieve all the objectives of the study and 
provide a more holistic view of biopsychosocial needs of the families of the 
critically ill patients. Since a well-validated self-reported questionnaire was 
available for the study (Leske, 1992)，it was modif ied in order to examine the 
famil ies ' perceptions of their own immediate needs, the importance o f t h e perceived 
needs, and whether or not the needs were met. In addition further important areas 
of family concerns not included in the questionnaire were identified through face-to-
face interviews. The interviews explored the needs of each family in addition to 
those listed in the questionnaires and identified the most suitable person to meet the 
famil ies ' needs. The interviews also explored how the families felt at this critical 
period. 
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Both data collection methods have their advantages in the fulf i l lment of the 
objectives of the study. A quantitative approach using a standardized, well-
documented instrument is an appropriate method to collect a variety of information 
f rom individuals, families, and larger social groups (Rossi, Wright and Anderson, 
1983). This study approach can also easily provide important descriptive data 
collected for different subgroups of a population. The ability to accurately portray 
salient characteristics of the sample subjects such as behaviour, attitudes, values, 
health beliefs, and needs are also characteristics of this method (McLaughl in & 
Marascuilo, 1990). The study of the immediate needs of the family during the 
crisis period required a direct and instant measure of the individual 's immediate 
responses to their present experiences, rather than the retrospective questioning of 
opinions and feelings. Questionnaires offer the possibility of complete anonymity 
and are more likely to obtain candid responses, particular if the questions are of a 
highly personal or sensitive nature (Polit & Hungler, 1995). The absence of the 
interviewer reduces interviewer bias that may affect the subject ' s responses 
(Reineck, 1991). Also, a self-administered questionnaire is generally much less 
costly and requires less t ime and energy to administer. 
On the other hand, there are numerous advantages of the use of face-to-face 
interviews. A broad scope of information f rom the informants can be obtained in 
the interview and it is not limited to the written responses to pre-arranged questions 
in a questionnaire. In an interview, the response rate is high and the opportunity 
exists to elicit in-depth information. The interviewer can determine whether 
quest ions have been misunderstood and therefore can clarify matters (Portney & 
Watkin, 1993). Interviewees are also less likely to leave the questions unanswered. 
30 
However , the interviewer has to be well trained to facilitate questioning taking into 
account the context (McLaughlin & Marascuilo，1990). 
In this study, a well-validated inventory in the form of a questionnaire by Leske 
(1991) to assess the immediate family needs of the critically ill patients, and a semi-
structured interview to explore other concerns of the family and their feelings were 
used to investigate the objectives. Each family member that was investigated in the 
data collection process became the representative of all members to elicit 
information concerning their needs (Bemstein, 1990). 
Description of the Research Settings 
The study was conducted in one regional, acute care general hospital in Hong 
Kong. The hospital is a teaching hospital under the Hospital Authori ty which is the 
organization governing all public hospitals in Hong Kong, The hospital has 1200 
beds with three critical care units (2 intensive care units and 1 coronary care unit). 
Open visiting hours for families by permission of the nurses in the unit is adopted in 
all units of the hospital. The nurse-patient ratio on each shift of duty was about one 
to one, with one additional nurse to help all other nurses when necessary and one 
nursing officer. Also, one ward manager and nurse specialist are on day shif t in the 
unit. 
Sampling 
Within a s ix-month data collection period, limited number of famil ies could be 
accessible in the coronary care unit. A convenience sample of 30 family m e m b e r s 
was drawn f rom those who were available to the researcher in the wait ing areas of 
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the coronary care unit at the times they visited the critically ill patients. In three 
families more than one member was selected as they regarded themselves as the 
responsible person. The researcher was informed by the nurses in the critical care 
unit when the sample who met the selection criteria were available. Therefore, data 
collection t ime varied f rom moming through to evening hours and during all days of 
the week. This wide range of sampling t ime allowed for inclusion of family 
members who visited their relative patients at different t imes. 
In addition, the family members who met the fol lowing criteria were selected 
for the study: 
a) they voluntarily agreed to participate in the study though informed consent; 
b) they could speak, understood and read Chinese language; 
c) they could be interviewed within the first 96 hours of pat ient ' s hospitalization; 
d) when there were more than two family members available, two of them 
identified themselves as having the most intimate relationship with the patient. 
Nevertheless, the inclusion of more than one family members of the patients in 
this study can obtain a wide range of perspectives in relation to the family needs as 
suggested in previous studies (Kahn, 1992; Leske, 1992; Norheim，1989)，and some 
perceived needs were found to be significant different between the significant other 
including spouses, parents, children, and other blood relatives. 
Access 
Applicat ion letters (Appendix I) and a summary of the study proposal 
(Appendix II) were sent to two regional general hospitals to seek formal permiss ion 
for data collection. Negotiat ions with the Hospital Chief Executives, General 
Managers (Nursing) of the two hospitals, and/or the Chiefs of Service of the critical 
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care units in each hospital for the pilot study and for the main study were made. 
The negotiation took more than two months in one hospital because the 
administrators had to ask the individual critical care units to participate in the study. 
They also had to discuss the project with the doctors and nurses in the units and to 
seek their support to assess the inclusion of the family members according to the 
criteria of sampling. The proposal of the study was also presented to the ethical 
committee of the hospital to seek comments f rom the hospital administrators and 
staff. As a result of the negotiation with two hospitals, access was only gained in 
one hospital. It failed to access one of two hospitals because there was no 
enthusiastic response f rom staff to participate of the study. 
However , the nurses of the critical care unit who permitted access showed 
considerable willingness to help in the selection of the sample. They also informed 
the researcher of the availability of potential sample at the earliest moment . It was 
an encouraging experience to the researcher. 
Data Collection 
The study was carried out in one coronary care unit of a regional hospital. Six 
months were spent by the researcher in gathering data in the unit. The instruments, 
data collection procedures, and ethical considerations for the present study are 
described as follows: 
Instrumentation 
Instruments comprised a self-report family need inventory (Leske, 1991)，a 
demographic data sheet and a brief semi-structured interview guide. They were 
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translated into Chinese, validated and tested in a small scale pilot study. They are 
described as follows: 
1. Critical care family needs inventory 
Critical Care family needs were measured by using the revised Critical Care 
Family Needs Inventory (CCFNI) (Leske, 1991) as shown in Appendix III. This 
instrument is a self-report scale designed to measure the relative importance of 45 
needs of family members with a relative hospitalized in a critical care unit. 
The initial family needs inventory was designed by Molter in 1976. 
Conceptualization of the construct of family needs resulted f rom a comprehensive 
literature review and clinical practice experience. Both crisis and human need 
theoretic perspectives on family needs were used as a f ramework (Leske, 1991)，and 
the i tems in the instrument were generated f rom the observation and experience of 
23 graduate nursing students. The original inventory and its modif ied versions have 
been used in many studies in the last decade to identify needs of family members 
during critical illness (Daley, 1984; Leske, 1986; Lynn-McHale & Bellinger, 1988; 
Norheim, 1989). Reliability of the total scale has been reported according to 
Cronbach ' s alpha, ranging f rom internal consistencies of 0.88 to 0.98 (Dom, 1987). 
Expert panel review have been used in many studies to establish content validity of 
the scale (Daley, 1984; Leske, 1986; Powell , 1984). The instrument included 45 
needs statements to be rated on a Likert type scale of one to four in terms of their 
importance: 1- not important, 2- slightly important, 3- important, and 4- very 
important. 
Leske (1991) used the family need statement data f rom 677 family members of 
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552 critically ill patients collected in 14 states over 9 years ( f rom 1980 - 1988)，thus 
providing a large data base for appropriate psychometr ic analysis. Five distinct 
domains were identified with alpha coeff icients between 0.61 - 0.88. These domains 
consist of support, comfort , information’' proximity and assurance. In addition,. 
approval to use and to modi fy the CCFNI was obtained f rom Leske. 
Similar to the earlier version of the instrument used in the studies of Ward & 
L indeman (1979) and D o m (1987), an additional co lumn was added to determine the 
extent of sat isfying each need listed in the statements. The co lumn required that 
fami ly member s respond by rating a likert scale of one to four in the fo l lowing 
f o r m a t : 1 - Never satisfied; 2 - somet imes satisfied; 3 - usually satisfied; 4 - a lways 
satisfied. Therefore , as shown in Appendix IV，the adapted version of the C C F N I for 
use in this study had two response co lumns for each need statement . A lpha 
reliability coeff ic ients of the two columns, A and B, in the study of D o m (1987) 
were found to be .84 and .95 respectively. The family members were asked to rank 
the impor tance o f e a c h need and to rate h o w well each need had been satisfied. 
A s the sample can only read and unders tand Chinese, the C C F N I was translated 
into Chinese by the researcher and validity testing was per formed. The details of the 
translat ion and validation of this instrument is described in the fo l lowing section. 
Bes ides the Engl ish version is shown in Appendix III，the translated vers ion for use 
in the ma in study is shown in Appendix IV. 
2. Demograph ic Data Sheet 
A data sheet (as shown in Appendix V) designed by the researcher was at tached 
at the end page of the inventory. The answers for each item were put in discrete 
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categories for easy checking by the family or the researcher. The demographic sheet 
included the family members ' age, sex, relationship with patient, previous 
experience of having relative hospitalized in a critical care unit, and whether living 
with patient before hospitalization. Addit ianal information included the sex and age 
o f t h e patient. Information relating to the pat ient ' s diagnosis, location, date and t ime 
o f a d m i s s i o n was obtained f rom the unit patient register book for examination o f t h e 
relationship with the data of family needs. 
3. Semi-structured interview guide 
The interview guide was used to obtain in-depth information o f t h e immediate 
family needs, after they had completed the questionnaire inventory. Examples of 
the quest ions asked in the interview were: 
"Wha t are your major n e e d s j u s t now?"; 
"Are these needs being met?"; 
“If so, by w h o m ? " or “If not, who would likely be the person(s) to meet your 
needs?"; and 
"Are there any other needs you find important but not in the inventory?" 
Translat ion and validation of the inventory 
The a im o f u s i n g a systematic approach in translating the family need inventory 
in this study was to create a Chinese version that had semantic equivalence to the 
original，with similar grouping and intensity of the statements as the original Engl ish 
version (Berokanovic，1980). At the same time, the instrument must be easily 
unders tood by the Chinese families. Therefore, besides the meaning of the need 
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statements in the inventory, the level of literacy and the comprehension abilities of 
the Chinese families in this study were also considered in determining the most 
appropriate and valid translation. A modificat ion of the standard method used for 
translating a research instrument f rom English to non-English languages proposed 
by Bernard (1988) was employed in translating and pilot testing the Chinese version 
of the CCFNI by Leske (1991). The translation and validation of the instrument in 
this study involved three phases: translation, back-translation and consensus, and 
equivalence testing (Bernard, 1988). The steps of this process were as fol lows: 
Phase 1: Translation 
(1) The original English version of the CCFNI (OV) was translated into Chinese, 
the target version (TV) by four independent translators. These translators 
comprised an experienced translator of Chinese, an undergraduate student 
studying translation and two experienced critical care nurses working in a local 
critical care unit. This translation team were similar to what Bernard (1988) 
suggested as competent and professional bilingual translators. 
Phase 2: Back-translation & consensus 
(1) The preliminary translated version (TV) was firstly validated by back-
translation. The translation of the TV back into English was per formed by 
another undergraduate student studying translation and fluent in both Chinese 
and English language in one week. 
(2) The version of back-translation was then compared with the original version of 
the CCFNI by the translation team. Any inconsistency and ambiguity of the 
translation was examined and clarified in the meeting. Final consensus was 
made by determining the best possible terms and statements for the TV of the 
CCFNI . However , there was no great difference between the translation team 
members in reaching consensus. 
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Phase 3: Equivalence testing 
(1) The O V and the TV o f t h e CCFNI were administered to 8 family members of 
the critically ill patients in one cr i t ica lcare unit in the same hospital as the main 
study. The chosen families were able to read and understand both English and 
Chinese. In this pilot study, the families were also asked to indicate the degree 
of understanding of the instructions and each item of the TV after the 
complet ion of the inventory. 
(2) The two versions of the CCFNI were administered at two consecutive days. At 
first, four family members were randomly selected to complete the O V and the 
other four family members were given the TV in order to control the order ef fect 
of the responses (Polit & Hungler，1995). In the consecutive day, the famil ies 
completed the O V were given the TV, and the other group completed the OV. 
(3) A s proposed by Bemard (1988)，the test-retest equivalence of both vers ions of 
the inventory was determined using the statistical tests including Pearson 
Product Momen t Coeff icient of Correlat ion for analyzing the test-retest 
reliability, Cronbach alpha coeff icients for measur ing internal consis tency of 
both versions and each of the domains (support , comfort , information, proximi ty 
and assurance) in both versions. Finally, the correlations be tween both 
vers ions ' domain scores were also assessed to demonstrate the equivalence of 
scores across the groups. 
Statistical f indings for validation of the translated inventory 
The test-retest reliability of the two versions by Pearson Product M o m e n t 
Correlat ion Coeff ic ient was .90. Cronbach Alpha Coeff ic ients for the O V and the 
T V were .86 and .84. As shown in Table 1，the alpha coeff icients for the d o m a i n 
scores for both versions were similar. The coeff ic ients in this pilot s tudy were also 
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similar to the findings of Leske 's (1991) study, that ranged between .61 and .88. 
The reliability coefficients of the domains of the OV ranged from .63 to .85, while 
the coefficients of those of the TV ranged f rom .60 to .82. 
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Table 1 Reliability coefficients of the domains o f t h e original English version 
(OV) and the target Chinese version (TV) o f t h e CCFNI (n=8) 
Domains of the CCFNI Cronbach Alpha ( a ) Cronbach Alpha ( a ) 
for OV for TV 
Support .85 .82 
Comfor t .78 .75 
Information .75 73 
Proximity .70 .68 
Assurance .63 .60 
The domain scores of the both versions were also assessed and found to be 
highly correlated. As shown in Table 2, Pearson correlation coefficients for both 
versions of the CCFNI were between .89 and .83 (p < .005). These f indings mean 
that the translated Chinese version of the CCFNI was highly equivalent to the 
original English version by Leske (1991). 
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Table 2 Correlations among the f ive domains of the original version (OV) and the 
target version (TV) o f t h e CCFNI (n=8) 
Domains of OV ~o  
Support Comfor t Informat ion Proximity Assurance 
Domains of T V 
Support .89 ** --- — — .__ 
Comfor t — .85 •* — - . . . . 
Informat ion --- — .88 ** - . ___ 
Proximity --- — ~ .87 ** ._. 
Assurance --- --- … … .83 • * 
* * p < . 0 0 5 
In summary , a systematic approach was used in translating the C C F N I in 
order to create a Chinese version that had semant ic equivalence to the underlying 
meaning, similar grouping and intensity of the statements in the original Engl ish 
version (Kim, Schwartz-Barcott , Inger & Lorensen，1995) . The three-phase 
process, including translation, back-translat ion and consensus, and equivalence 
testing，was employed in translating and val idat ing the Chinese vers ion m a d e by the 
researcher. The test-retest reliability of the two versions was .90 showing that the 
stable and consistent rating of the family needs would be expected when using either 
of the two versions (Polit & Hungler，1995). Cronbach Alpha coeff ic ients for the 
Chinese vers ion was .84 showing the high in temal consistency o f t h e inventory that 
the extent of all i tems and domains were measur ing the same characterist ic 
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(Christensen & Stoup，1991). At the same time, the inventory in Chinese was 
found to be acceptable to and easily understood by the Chinese families participating 
in the validation process. 
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Pilot testing of the interview schedule 
The semi-structured interview was also piloted on a sample of 8 family 
members to determine appropriateness and feasibility. Fol lowing transcription and 
translation of the taped interview data, content analysis (Fox, 1982) was at tempted 
and the procedure and results were discussed with the supervisor for improvement of 
the main study. 
Data collection procedures 
Af te r gaining access to the unit, the data collection process was carried out 
according to the fol lowing steps: 
1. A br ief ing on the purposes and objectives of the study to all the nursing staff of 
the critical care unit was given in different shifts of duty before starting the data 
collection; 
2. The inclusion criteria of the potential subjects was explained to the nurses and 
they were asked to inform the researcher when family members were present in 
the wait ing areas within the first 96 hours of pat ient ' s hospitalization; 
3. All potential subjects meeting the sampling criteria were then approached by the 
researcher in the waiting areas. Af ter admission procedures, all fami ly 
41 
members were asked to participate in the data giving at that moment . If they 
refused, they were asked to meet at another appropriate time. Following a flill 
explanation of the study, each family member was asked to participate and give 
written consent (see Appendix VI); 
4. Each family member was asked to complete the family needs inventory CCFNI 
in private and they were told that questions related to the inventory and the need 
statements could be answered by the researcher as necessary; 
5. The demographic data sheet was also attached to the inventory. The family 
members were asked to fill in the information sheet after completion of the 
inventory; 
6. A 20-minute semi-structured interview was conducted after the inventory had 
been completed; 
7. The data collection procedure ended after the interview. Any concerns and 
questions related to the hospitalization would be referred to the nurses in the 
unit after the interviews. 
Ethical considerations 
The research proposal was submitted to the ethics committee of the Facility of 
Medicine, Chinese University of Hong Kong for approval before applying for data 
collection. Written informed consent in Chinese (also see Appendix VI) was 
secured from every informant before complet ing the inventory. The purpose of the 
research and reason for using taped interviews were explained to every sample 
family member . The families were given the option to withdraw f rom participation 
at any t ime, with the assurance that doing so would in no way affect the care 
received by the patients or them. They were also assured of confidentiali ty and 
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anonymity in use of all data. 
The arousal of the emotional reactions of the families was observed 
throughout the data collection process, especially during the face-to-face interviews. 
>* 
Whenever, there were intense emotions such as sadness and anxiety, immediate 
reassurance should be given and discontinuation of the interview might be 
considered. Furthermore, if any family member was found to be emotionally 
distressed or to have concerns and questions related to the hospitalization and 
conditions of the critically ill patient, he or she was referred to the nurses in the unit 
to follow up the psychological and information needs. However, this referral was 
first agreed by the family member so that there is no violation of confidentiality. 
Data Analysis 
Two sets of data were collected and analyzed according to their nature-
numerical and verbal. The data in the CCFNI and the demographic sheet obtained 
from the subjects was numerically coded for quantitative data analysis. Descriptive 
and inferential statistics were employed on the data using the Standard Package for 
the Social Science Program (SPSS). For the analysis of the semi-structured 
interview data, basic principles for content analysis was employed, in which the 
categorization of verbal data for purposes of classification, summarization and 
tabulation of their meanings (Fox, 1982). The framework by Bouman (1984), 
noted in the literature, was used in the analysis to identify categories according to 
additional needs. This framework was found to be the only available but well 
structured categorization of the self-perceived needs of the families of the critically 
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ill patients in the intensive care units. The t ime of hospitalization and the place of 
admission were thoroughly considered in the establishment of the three main 
categories: cognitive or informational needs, emotional needs, and physical n e e d s . ‘ 
Face validity of the need categories was ' established in Bouman ' s (1984) study. 
Common themes emerged from the interview data were then used to identify 
categories according to feelings o f f a m i l y members. 
The procedure of the data analysis for the quantitative and qualitative data was 
as follows: 
1. The demographic characteristics of the families were analyzed by descriptive 
statistical methods. Frequencies and percentages were computed for each 
category. 
2. Reliability statistical tests were employed including the calculation of the 
internal consistency for the total scores and domain scores of the Chinese 
version of the CCFNI f rom the rating o f t h e importance of each need statement, 
and the unmet need scores. The unmet need score used in the study of D o m 
(1987) is based on the degree of importance of each need and the extent to 
which the need is being met. For each need statement, an unmet need score 
was calculated by multiplying the coded score of need importance by the coded 
score obtained in rating how well the need had been met. The method for 
calculating the urmiet need scores is illustrated in Figure 1. 
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Figure 1 Coding scheme and calculation of the unmet need score of the CCFNI 
(Modif ied f rom D o m , K. L. (1987)，p. 50) 
»• 
Need importance The extent of need being met 
~ M ~ ~ S l I ~ ~ V l N M ~ ~ m ~ ~ U M A M ~ ~ 
Need statement 1 2 3 4 1 2 3 4 
Coding scheme 0 1 2 3 3 2 1 0 
Calculation o f U N S Code score of need importance X Code score o f u n m e t need 
Legend: 
NI = No t important N M = No t met 
SI = Slightly important SM = Somet imes met 
I = Important U M = Usually met 
VI = Very important A M = Always met 
U N S = Unme t need score  
3. Means , standard deviations and numerical ranking of the needs according to 
importance and unmet need scores were determined and were used to portray 
the characteristics of the sample. 
4. Since the sample is convenience sampling and the size of sample is small , a 
conservative approach using non-parametric inferential tests was used (Polit & 
Hungler , 1995). Spearman ' s rank correlational analyses was used to test the 
associat ion between need importance, unmet need scores and demographic data. 
5. All taped interviews were transcribed and translated into writ ten English script 
ready for content analysis (sample interview script was attached in Appendix 
VII). One taped interview was randomly chosen for checking the accuracy of 
the transcription and translation carried out in the main study. The chosen 
taped interview was again transcribed and translated by another nurse with 
experience in qualitative research. The two scripts (see part of the two 
versions in Appendix VIII) were compared by both the researcher and the nurse. 
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Any difference between the two versions of script was discussed and change 
was decided by the researcher. 
6. Content analysis of the semi-structured interview data was started at the 
manifes t level, in which each piece of data was surveyed for words or phrases 
central to the research areas concerned (Morse & Field, 1996). The major 
areas chosen for the open-ended questioning were determined by: a) the 
importance of the three family needs with highest rankings in the CCFNI items, 
b) the additional needs or concerns not stated in the inventory, c) the person(s) 
who could best meet the met and unmet needs, and d) the feelings of the family 
members to the relative patients' critical illness and their hospitalization. 
Since the major areas of questioning had been well-defined, emerging themes 
could be easily identified, compiled and grouped into major categories under the 
major areas of questioning. 
7. Checking of the initial themes was also carried out by another person who had 
experience in qualitative research. One interview script was given to the 
person and separate coding was made. The major categories and emerging 
themes were compared with the ones made by the researcher. The differences 
between the two versions were discussed and agreement was reached on the 
discrepancies. However, similar to the cross checking to the translation and 
transcription of the interviews, high level of agreement was also found between 




The results of the study will be summarized in this chapter. Firstly, 
demographic data of the sample will be presented. Secondly, the statistical results 
of the data f rom the CCFNI will be given. Finally, the results of the content 
analysis of the interview data will be summarized. 
Demographic Data 
The study sample consisted of 31 family members of 20 critically ill patients. 
The data obtained f rom one subject could not be used due to incomplete responses 
on the CCFNI . All potential participants were accessed in the first 96 hours. 
Table 3 summarizes the demographic characteristics of the family members who 
participated in the study. In addition, Table 4 shows the sex and age distribution of 
the critically ill patients of these family members and the hours of admission at data 
collection. 
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Table 3. Demographic characteristics of the family members 
Characteristics Frequency (f) Percentage ( f % ) 
Family members (n=30) 
Sex 
Female 20 66.6 
Male 10 33.3 
Age range 
30 - 39 10 33.3 
4 0 - 4 9 7 23.3 
5 0 - 5 9 7 23.3 
60 or more 6 20.0 
Relationship to patient 
Spouse 11 36.9 
Sibling 9 30.0 
Parent 2 6.7 
Child 7 23.3 
Significant other 1 3.3 
Same household as patient 
Yes 27 90.0 
N o 3 10.0 
Family members 
Ages of the family members ranged f rom 30 to 68 years of age with a mean age 
of 42.5 years. The largest age grouping o f t h e subjects was made up of those 30-39 
years of age (30 %). There were 20 female and 10 male subjects. Most of the 
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sample were spouses (37 %)，siblings (28 %) and children (25 %). The remaining 
relatives were parents and significant others (totally 10 %). 90 % of the family 
members resided in the same household as the patient before hospitalization. 
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Table 4. Demographic & admission characteristics of the critically ill patients 
Characteristics Frequency (f) Percentage (f%) 
Patients (n=2Q) 
Sex 
Female 8 40.0 
Male 12 60.0 
Age range 
30 - 39 8 40.0 
4 0 - 4 9 7 35.0 
50 - 59 5 25.0 
Hours after admission at 
data collection 
36 — 46 . 今 20.0 
4 7 - 5 6 5- lS .C 
5 7 - 6 6 , 20.0 
' ' - ' ' � 25:.0 
7 7 - 8 6 2 _ 
Patients 
Patient 's ages ranged from 30 to 59 years of age with a mean age of 40.8 years. 
There were 12 male and 8 female patients. The length of hospital stay at data 
collection ranged from 36 to 86 hours with a mean of 61 hours. From the 
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examination of the case notes, the major medical diagnoses of the patients varied 
greatly, some common diagnoses were congestive heart diseases, head injury, and 
cardiovascular diseases. 
一 
Results from the Questionnaire - CCFNI 
The importance of family needs from the inventory scores 
The perceived importance of the family needs was revealed by ranking the 
CCFNI items in the first column of the questionnaire. The needs were ranked 
according to their relative importance f rom very important (highest mean score = 
4.0) to not important (lowest mean score = 1.0). The item means of the 45 
statements were found to range f rom 1.23 to 3.90. The ten top important needs and 
the ten least important needs together with their means, standard deviations, 
numerical ranking of needs according to the unmet needs scores are illustrated in 
Table 5 & Table 6 respectively. The unmet needs are ranked such that the top-
ranked unmet needs were determined according to the highest scores (unmet need 
scores) reflecting a high degree of importance and/or a low incidence o f h a v i n g been 
met. As shown in figure 1 Qp. 45), the score was calculated by the code score of 
need in order of importance multiplied by code score of unmet need. The complete 
list of perceived need importance with means, standard deviations and numerical 
rankings is also attached as Appendix IX. 
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Table 5. Summary of the 10 top important family needs (n=30) 
Rank Need statement Mean score SD Unmet need 
(in order of (Pos, ihle score rank 
importance) (i^ossibie ： Max. = 4.0) 
1 To know the expected outcome 3.90 .10 41 
2 To be assured that the best care possible is 3.87 .19 36 
being given to the patient 
3 To know specific facts concerning the 3.84 .24 11 
pat ient 's progress 
4 To have explanations given that are 3.82 .31 23 
understandable 
5 To see the patient frequently 3.81 .38 21 
6 To know how the patient is being treated 3.80 .40 30 
medically 
7 To be called at home about changes in the 3.79 .41 19 
pat ient 's condition 
8 To know why things were done for the 3.78 .44 28 
patient 
9 To feel there is hope 3.76 .45 20 
10 To know what staff members could give 3.75 .50 31  
what type of information  
The mean scores of the five domains of needs using Leske ' s (1991) 
categorization (as discussed in p. 38-40) were also calculated and are shown in Table 
7. The domain ‘Assurance’ is the most important category and 'Suppor t , is the 
least impor t an t . 
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Table 6. Summary of the 10 least important family needs (n=30) 
Rank Need statement Mean score SD Unmet need 
(in order of . (Possible score rank 
. l e a s t Max. = 4.0) 
importance)  
1 To be told about someone to help with 1.23 1.20 24 
family problems 
2 To have a pastor visit 1.36 1.12 17 
3 To have good food available in the 1.45 1.05 10 
hospital 
4 To feel it is alright to cry 1.66 1.02 4 
5 To be alone at any time 1.70 1.00 15 
6 To have a bathroom near the waiting 1.85 1.00 22 
room 
7 To be told about chaplain services 1.87 0.91 13 
8 To have a place to be alone while in the 1.98 0.85 18 
hospital 
9 To talk to the same nurse every day 2.09 0.84 25 
10 To have someone to help with financial 2.20 0.81 9  
problems  
Table 7. Domain scores of the Critical Care Family Needs Inventory 
Need Domain No. of items in the Mean score Rank  
inventory (Max = 4.0) (in order of importance) 
Support 15 2.68 5 
Comfor t 6 2.73 4 
Proximity 9 3.12 3 
Informat ion 8 3.41 2 
Assurance 7 3.64 1 
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Ratings ofthe unmet needs and their relative importance 
The extent of the needs of family members not being met within the first 96 
hours fol lowing the hospitalization is indicated. However , the importance of the 
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unmet need as perceived by the family members was also essential to assess the 
significance to the family members . A high negative correlation (r^ = - .93’ p < 
.01) between the item means of how well the needs were met and the unmet need 
scores were calculated by the Spearman rank correlation test. The results suggested 
that these i tems were measuring the same construct of unmet needs. The inverse 
relationship (negative correlation) between two mean scores is due to the reverse 
coding scheme used in calculating the unmet need scores (as shown in Figure 1，p. 
45). The higher the arithmetic mean of the unmet need score, the more important 
the need andA)r the higher degree of it being unmet. For example, the 4'^ highest 
ranking i tem o f t h e unmet need scores: ‘To feel it is alright to c ry ' , a l though it was 
in the 4^ least important family need ranking, it was found to be highly unmet 
among the family members in this study (mean value of the extent o f t h i s need being 
met was 2.46). As a result, the degree of family needs being met within the first 96 
hours of hospi ta l izat ion， i s shown in the ranking of the CCFNI need statements 
according to the mean values of the unmet need scores (Appendix IX). 
The ten top-ranked, unmet family needs are listed in Table 8 with their means 
and standard deviations. The complete list of the urnnet need ranking is also 
attached in Appendix IX together with the rankings of the importance of need 
statements ment ioned in the previous section. The item mean of unmet need scores 
ranged f r o m 1.18 to 4.98 (the possible range is 0 to 9). 
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Table 8. The ten highest ranking of the unmet need scores (n = 30) 
Rank Mean scores 
(in order of Need statement (Max. = 9.0) S.D. 
importance) 
1 To talk to the doctor daily 4.98 2.02 
2 To visit any time 4.33 1.91 
3 To help with the patient 's physical care 4.21 1.90 
4 To feel it is alright to cry 4.08 1.52 
5 To talk about negative feelings such as guilt or 4.01 1.23 
anger 
6 To have comfortable fumiture in the waiting room 4.00 1.56 
7 To talk about the possibility of the pat ient 's death 3.92 1.02 
8 To have question answered honestly 3.88 1.33 
9 To have someone to help with financial problems 3.77 2.01 
10 To give good food available in the hospital 3.75 1.02 
Relationship of family needs with demographic variables 
The relationships using Spearman rank correlation test among the selected 
demographic characteristics, including farnily member ' s sex, age, relationship to 
patient, residence with patient, and the pat ient ' s sex and age, and the ratings of 
family need importance and the unmet need scores are shown in Table 9 
respectively. 
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Table 9. Correlat ions be tween the demograph ic variables, need importance and 
unme t need scores. 
•<> 
Demograph ic characteristic Need impor tance U n m e t need score 
Fami ly m e m b e r 
Sex .48 • • .36 • • 
A g e .18 .20 
Rela t ionship to patient .26 * .17 
Res idence wi th patient . 16 .18 
Patient 
Sex .18 .15 
A g e ‘ .17 .18 
* * p < . 0 1 , * p < . 0 5 
There were signif icant correlat ions be tween sex of fami ly m e m b e r and 
re la t ionship wi th the patient and need impor tance (Speaman rank correlat ion r s = 
.48，p < .01; r s = .26, p < .05 respectively) , and be tween sex of fami ly m e m b e r and 
u n m e t need score (r s = .36, p < .01). Resul ts indicated that f ema le f ami ly 
m e m b e r s f requent ly showed greater cons is tency in and higher correlat ion to the 
rat ings of the fami ly needs impor tance and the unmet needs than the ma le member s . 
Hence , m o s t of the female m e m b e r s showed similar rankings of the 10 top impor tant 
f ami ly needs and the 10 highest unmet need scores. 
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Otherwise, there were no statistically significant correlations between the 
family member ' s age, residence with patient, and ranking of need importance. There 
was also no significant correlations between patient 's age, sex and ranking of need 
importance. For the unmet need score, there were no statistically significant 
correlations with family member ' s relationship, residence with patient, and pat ient ' s 
sex and age. 
Results from the Interview 
Person identified to meet the family needs 
One of the major questions asked in the semi-structured interview 
conducted after the completion of the CCFNI was concerned with who could best 
meet the needs of the family members. Each family member was asked to identify 
the person, relative, or health care professional who was found most likely to meet 
the 10 top-ranked family needs in the CCFNI identified by them . The f requencies 
o f t h e most suitable persons to meet these important needs were calculated f rom the 
responses of the 30 respondents. The frequencies and percentages of those who 
could meet the ten top important needs of the family members are summarized and 
presented in Table 10. Doctors and nurses were identified as the most appropriate 
persons to meet most of the ten top-ranked family needs. 
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Table 10. Frequencies and percentages of responses who could best meet the ten 
top family needs ( n = 3 0 ) 
Person Frequency of responses (f) f % 
(Max. = 30) 
Doctor 27 90.0 
Nurse 24 80.0 
Paramedical staff 4 13.3 
Friend 2 6.7 
Relative ； 3.3 
Moreover, the families were asked to identify f rom the other needs statements 
in the CCFNI the needs that could be best met by doctors or nurses. It was also 
found that doctors and nurses could best meet about two-third of the 45 family needs 
statements. The five most frequent needs that could be best met by doctors were 
listed: 
(1) To know the expected outcome. 
(2) To talk to doctor every day. 
(3) To be assured that the best care possible is being given to the patient. 
(4) To have explanation given in understandable terms. 
(5) To know how the patient is being treated medically. 
In addition, the five family needs that could most frequently be best met by nurses 
were: 
(1) To talk to the same nurse everyday. 
(2) To be called at home about changes in the pat ient 's condition. 
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(3) To receive information about patient at least once a day. 
(4) To have directions as to what to do at the bedside. 
(5) To help with the patient 's physical care. 
Moreover, no family member perceived the patient as being able to meet any of 
the 10 important family needs. The paramedical staff, relatives and friends were 
only perceived by the family members to help with a very small part of fulfilling 
their most important needs. The majority of needs were perceived to be met by 
doctor, nurse, or both o f t h e m . 
The interview collected data about additional needs and feelings towards 
relatives' hospitalization as follows : 
Additional needs or concerns identified from the open-ended interview 
Besides the items of needs in the CCFNI, the family members also identified 
some immediate needs in response to the open-ended questions in the interview. 
After the content analysis of the interview data, the categories of these additional 
needs were identified using the framework of needs by Bouman (1984) and are 
summarized as follows : 
Category 1: Cognitive needs 
(a) To know more specific facts or condition of the patient 
Majori ty of the family expressed dislike of receiving ambiguous or over-
generalized information such as "the patient is all right" or "the pat ient 's 
condition is more or less the same today"： They were also confused by some 
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medical terms in describing the treatment, equipment or the patient 's condition, 
for examples: 
Two wives were told that 
" the patient was 'cath-ed'，，； ‘ 
“your relative was detected to have ‘arrhythmia’ yesterday"; 
"your husband showed 'dyspnoeic ' last night"; 
One child was informed by a nurse that 
"your father had put on ‘respirator，”； 
T w o parents gave the examples that 
"you see the ‘arterial lines' is on the patient"; and 
"this ' E T tube，was put on for the opening of the airway". 
(b) To communica te with specific staff in person everyday 
One-half of the family members found that it was better to have the specif ic 
person or staff to describe to them the progress of the pat ient ' s illness. They 
found this "to be more friendly to us" , “to feel accepting by others" or " to be 
more recognized by the staff in relation to their needs". 
Category 2: Emotional needs 
(a) To be anxious and frustrated to have insufficient manpower to care for the 
patient 
Mos t of the family members indicated that doctors and nurses did not have t ime 
to "l isten to our concerns", or "tell us the detail information about the pa t ient ' s 
il lness and progress". They did understand the difficult ies of the staff in over 
workload, but they still did not f ind it acceptable to have insufficient concerns 
about the patient. 
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(b) To be frustrated and angry over delays in informing them changes of the 
pat ient 's condition 
A f ew family members expressed anger about delays in receiving information 
f rom the unit concerning sudden deterioration or changes in the pat ient 's 
condition. They said that they were frustrated when they could only hear the 
news that "the patient had already undergone the emergency situation for a 
period of t ime". Some family members also complained that they did not know 
"who are the doctor, nurses or other professionals caring for the patient within 
the first 96 hours". This anger and frustration were found to be more intense 
when they found "any deterioration in the relative pat ient 's conditions". 
(c) To talk about the patient 's death and ventilate their feelings 
Most of the family members stated that they recognized the possibility of 
pat ient ' s death, but they did not perceive concerns f rom professionals, 
especially doctor and nurses, about anticipatory grieving. They showed 
demands to have chance and suitable person to express "sadness", 
"helplessness" and other feelings. They felt it was more comfortable after a 
short discussion with nurses about the pat ient 's progress. 
Category 3: Physical needs 
(a) To k n o w how to take care of themselves 
More than one-third of the family members found that they needed to keep 
themselves "f i t" or “ healthy" to take care of the patient. There were some 
concerns about their own health condition especially insomnia and loss of 
appetite. They hoped nurses could give them advice on health maintenance. 
(b) To have a room near the unit for rest or sleep 
Three family members including two spouses and one sibling, requested a 
comfortable and quiet place to have rest or sleep. However , the place should 
be near to the unit so that they could be informed of any change in the pat ient ' s 
condition via phone or in person. They would also prefer to leave the patient 
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for a while, knowing they would be informed of changes in patient 's condition. 
However , if the patient 's condition was more severe or became deteriorated, 
they would like "to be more often with the patient at bedside". 
.* 
Feelings of the family members to the patient's hospitalization 
Another question was asked in the interview about the feelings of the family 
member immediately following the pat ient 's hospitalization. From the analysis of 
the interview data, there are three themes emerging as follows: 
(1) Strong negative emotions including fear, worry, anxiety and anger 
These strong feelings were detected from over two-third of the family members 
who were interviewed during the first 48 hours. They felt fear and anxiety as 
they "had little control over the pat ient ' s treatment and environment". They 
felt that they "do not know what to do” since they had "no previous experience 
in dealing with the hospitalization". All the things happened "suddenly and 
unexpectedly" and they said they "can ' t cope with the stress". 
They expressed worry about the "progress and prognosis of the pat ient" and 
"whether the patient would die at any t ime", They also worried about "what 
can be done" for the patient during this critical period. Some of them were 
concerned about the financial situation and their own health. 
Some felt angry that could not "control the pat ient 's situation" or "suffer the 
illness for the patient", some indicated that they were "partially responsible for 
the pat ient ' s illness". They felt guilty because they did not take care of the 
relatives well before having the critical illness. Also, some family members 
felt angry in response to the lack of information and/or vague information about 
the pat ient ' s condition. 
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(2) Rationalizing and Relieving 
For the family members interviewed in the third and fourth day (49 to 96 hour), 
the majori ty of them were more relaxed and elicited some positive responses to 
the situation. Others ignored the significance of the hospitalization. They 
indicated that they felt "the patient would be recovered soon", but they could 
not give any evidence to support this thinking. They said they sometimes forgot 
about the information regarding the patient 's progress and did not try to find 
out the pat ient 's situation. 
Four family members indicated that they were having mild reactions about the 
pat ient ' s condition. They thought that it was better for them to remain "ca lm 
and relaxed" and "to see what can be done for the patient". They preferred to 
stay near the patient and maintained vigilant observation. They also did not 
want to leave the hospital or the unit, even for a while, because this would 
perhaps delay in recognizing the pat ient 's progress. 
(3) Positive and enthusiastic feelings 
From the family members interviewed within the third and fourth day of 
pat ient ' s hospitalization, it was found that many of them expressed great hope 
and positive outcome for the patient. They questioned the staff about the 
pat ient ' s condition, the environment of the unit, or the treatment provided. 
They said they would have great "happiness" and "pleasure" with informat ion 
about the patient that was positive and showing improvement. However , over 
half of the families also felt dependent on the "sincere support" f rom the health 
care professionals especially the nurses in order to continue hope and 
enthusiasm to the pat ient 's recovery. They said this would only give up 
when they found "patient could die peacefully". 
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Summary 
The findings f rom the self-reported CCFNI and the semi-structured interviews 
to 30 family members o f 2 0 critically ill patients were summarized and presented in 
• 
this chapter. From the mean values of the inventory scores for each item, the 10 
top important family needs were related to the domains of ' informat ion ' and 
‘assurance’. On the other hand, the 10 least important needs were mainly 
concerned about ‘support’ and ‘comfort’ needs. The 10 top ranked unmet need 
scores were those unmet in the first 96 hours of admission with the consideration of 
the perceived importance of each need. Selected demographic characteristics of 
families and patients were compared with the need importance. It was found that 
gender of family member and relationship to patient had significant correlation with 
the need importance. Sex of the family members were also significantly correlated 
with the unmet need scores. Female family members were found to have more 
frequently ranked the most important family needs or the highest unmet need scores. 
From the data of the semi-structured interviews, doctors and nurses were 
identified as the most suitable persons to meet most of the family needs. 
Additional needs were also identified f rom the interviews, classified according to the 
interview questions. In addition, three themes about the feelings of the family with 
regard to the pat ient 's critical condition emerged f rom the interview data. They 
consisted of the strong negative emotion including fear, worry, anxiety and anger 
detected among the families in the first 48 hours of admission. Mental defense 
mechanisms including rationalizing, relieving, and positive adaptive and enthusiastic 
feelings were also indicated among the family members during the third and fourth 
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Administration o f t h e Revised CCFNI and Interviews 
This chapter will discuss the results of the study in the light of previous literature 
and identify implications for nursing practice. The revised family need inventory 
CCFNI was an easy, self-administered questionnaire for collecting data f rom the 
families with a critically ill patient in the first few days of the patient 's 
hospitalization. The self-administration method provided sample confidentiality 
and subjects were willing to respond openly and honestly. Every family 
participated in a cooperative manner. After completing the questionnaire, the 
family members appeared eager to discuss their needs and feelings with the 
researcher. This was consistent with the findings of Rodgers (1983), and also 
reflected the families ' need of "to be alone at any t ime" being given low priority of 
importance in the results. 
Critical Illness Threatened the Stability of the Family System 
The critical illness and hospitalization of a relative patient was found to be a 
stressful event to the family as a system. Various concerns such as the separation 
f rom the patient, lack of knowledge regarding the patient 's progress, treatment and 
care, fear and anxiety of the new hospital environment and policies were aroused in 
this critical experience. Different cognitive, emotional, and physical needs were 
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indicated by the families in the interviews. The families ' structure and funct ions 
were found to be greatly affected by the critical care hospitalization (Ruppert et al., 
1996). Because of the patient 's critical illness, the family members had to change 
their daily routine and spent much t ime with the patient. This increased 
responsibility of the family members was also indicated by Johnson et al. (1995). 
-In addition, Johnson et al. (1995) also found that the experience of critical illness 
induced changes in feelings of the family members and fear of the fragmentat ion of 
families, that was also found in indicated in the findings of this study. 
In this study, the Chinese families during interview also expressed their 
traditional beliefs of obligations, roles and inter-dependent relationship of a family 
suggested by Yeh et al. (1994). They showed a strong desire to maintain 
equilibrium in family structure and functions. Changes in health of the critically ill 
family member disturbed the close relationships and thus created anxiety and stress 
to other family members . The families expressed similar needs to those found by 
Jamerson et al. (1996)，acquiring what they perceived to be important especially to 
their relative patient. Hope for the pat ient ' s recovery together with best care given 
to the patient by the health professionals and themselves were perceived equally 
important. Therefore, as Millar (1991) suggested, the family funct ions as a 
supportive system to its individual members appears to have been reflected in the 
f indings of this study. 
Relative Importance of the Family Needs 
The rating of the statements in the CCFNI reflected the relative importance of 
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the family needs. The ten most important need statements identified by the family 
members with mean va lue s . f rom 3.90 to-3.75v corresponded closely wi th those 
reported by Molter (1979), Leske (1986)，Norris and Grove (1986)，and the local 
study by Wong (1995). Information related to the patient was shown to be very 
important. "To know the expected outcome", "To know specific facts concerning 
the pat ient ' s progress", "To have explanations given that are understandable", “To 
know h o w the patient is being treated medical ly", and “To k n o w why things were 
done for the patient" mostly ranked in the first 10 priorities of importance in this 
study. Theobald (1997) also found that the lack of information concerning the 
condition of patient, the disease, the social and financial support, found among the 
spouses o f t h e myocardial infarction patients heightened anxiety of the partners. This 
also coincided with the f indings of Jamerson et al. (1996) in which the famil ies in 
the surgical- trauma intensive care units recalled the experiences of informat ion 
seeking in which they were eager to identify the pat ient ' s progress in the critical 
illness period. 
This high degree of information and assurance needs was also demonst ra ted in 
other studies of the critically ill pat ient ' s family needs with variety of samples 
including blood relatives and significant other, period of hospital ization f r o m 24 to 
96 hours, and various critical care settings (Bouman, 1984; Hampe , 1975; Mathis , 
1984; Norr is and Grove, 1986; Spatt et al., 1986; Wong, 1995). These f indings 
further emphasized the concerns o f b o t h need categories in family care . 
It was also found in this study that mos t family members did not expect health 
professionals to be concerned about their personal needs. They were concerned 
• 11? 
about the condition and progress of the patient under care. The items for personal 
needs of the families ranked the lowest importance of all inventory items in this 
study. For example, the statements “To have a bathroom near the waiting room", 
"To have good food available in the hospital", "To have pastor visit", and "To be 
told about someone to help with family" were put in the 40出,43'^ 44^^ and 45^^ 
rankings respectively. Daley (1984) suggested that families might perceive the 
health professionals as being too busy to meet this need. However, it was also 
indicated by the families in the semi-structured interviews. Their immediate needs 
were about professionals taking care of their critically ill relatives. Their focus of 
concerns was on the patient 's needs and being with the patient (Walters, 1995). 
Personal feelings of family members were also considered as the least 
important needs. "To be alone at any t ime" and "To feel it is alright to cry" were in 
the last f ive rankings of need importance. These psychological needs were unmet 
by the health care professionals such as the family members would not feel that it 
was alright to cry in the unit or before the staff. Norris and Grove (1986) also 
suggested that perhaps the family members of critical ill adult patients were not 
ready to discuss their feelings since they might lead to a diminution of hope. One 
of the most important needs was therefore shown to be "to feel there is hope" (9出 
highest ranking in this study). The ranking of this statement was even higher in 
other studies (Hickey, 1990). The families in this study, similar to those in the 
previous studies, wanted to see their patient get well or denied facing the pat ient 's 
death (Ruppert et al., 1996). Their personal concerns such as loneliness and 
anxiety were not considered to be relatively important These concems were 
confirmed by the interview data and also seen in the findings o f T h e o b a l d ' s (1997) 
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study. The famil ies ' strong feelings of anxiety and frustration were as a result of 
delays in getting information about changes in the pat ient 's condition. 
Hence, it is important for the health professionals to induce hope in the family 
w 
members and make them feel the pat ient 's were being taken care of. Promotion of 
realistic hope in family members of the critically ill may be an important nursing 
intervention (King & McGregor，1985). The amount of information given to the 
family will vary depending on the stage of pat ient ' s illness and the family need to be 
spoken to honestly (Curry, 1995). Early information giving to the family will be a 
support ive and reassuring intervention. This was also supported by the mean 
scores of the domains of needs according to Leske (1991) in which ‘assurance, and 
' in format ion ' were the most important categories. 
Additional Cognitive, Emotional and Physical Family Needs 
Cogni t ive needs were obvious in the semi-structured interview findings. The 
famil ies would like to know more specific facts about the patients at this critical 
stage. The majori ty of families disl iked receiving ambiguous general ized 
informat ion such as "the patient is all r ight". Therefore, nurses should use s p e c ^ c 
and s imple words or terms to discuss pat ient ' s individual progress and fami ly ' s 
concerns. The medical or nursing j a rgon such as ET tube and dyspnoea should be 
avoided. 
Moreover , adequate information about the critically ill patient to his/Oier family 
who are still in a state of shock is helpftil and frui tful for their understanding of the 
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pat ient ' s condit ion (Arkley, 1990). This informat ion also permits families to focus 
their attention on the same f rame of reference between health professionals and 
famil ies and, when applicable, to relate progress to the illness (Ruppert , Kemick i & 
Dolan, 1996). Use of written material such as family information booklet m a y be 
helpful in conveying important information, since family members may not be able 
to recall verbal information given during a period of crisis (Henneman, McKenz ie & 
Dewa, 1992). As shown in this study, communica t ion with the specif ic person or 
staff in person such as doctor and nurses is also helpful in unders tanding the 
condit ion of the patient (Bouman, 1984). Therefore , the families rated ' to k n o w 
which staff member s could give what types of informat ion ' and ' to have a specif ic 
person to call at the hospital when unable to visit’ to be high among the need 
s tatements (mean importance were 3.75 and 3.63 respectively). 
In addit ion, the famil ies indicated power fu l emot ions such as anxiety, worry , 
frustrat ion, and anger during the first 96 hours of admission. Anxiety is a c o m m o n 
reaction to any stressful and unfamil iar si tuation such as hospital ization (Koller , 
1991; Lazarus , 1984). A feeling of unease due to an impending or anticipated 
threat especial ly for the death of the relat ive can be found. The fami ly o f t en 
reacted by being restless, asking the same quest ion repeatedly, talking incessant ly or 
request ing more informat ion about the patient (Ruppert et al.，1996). In this study, 
anger and frustrat ion were also c o m m o n a m o n g the families when they felt they had 
no control over hospitalization, delays in receiving informat ion concerning the 
patient , and talking wi th the health profess ionals who were taking care of the patient. 
In response to these emotions, nurses should plan and implement mean ingfu l 
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and appropriate family interventions. Nurses should strive to understand the 
experience f rom the family m e m b e r ' s perspective. Viewing the experience f r o m 
the f ami ly ' s point of v iew directs the nurses in assessing family coping and planning 
interventions that recognize emotional reactions (Kleiber et al., 1994). Provis ion of 
adequate informat ion about the patient, t reatment and procedures, unit policies and 
personnel can relieve the fami ly ' s anxiety. Al lowing the family to verbalize 
concems and fears about the pat ient ' s death in a non- judgemental manner may also 
reduce their anger and frustration (Ruppert et al.，1996). 
On the other hand, al though the famil ies did not show m u c h concern for their 
personal needs, in this research they still expressed, in the interviews, some physical 
needs in relat ion to the pat ient ' s hospitalization. For these needs, the famil ies 
reacted to the pat ient ' s illness by want ing to keep a vigilance at the pa t ien t ' s beds ide 
or remain in the wait ing room all day. Some famil ies felt that leaving the hospital 
for a whi le indicated a lack o f h o p e for the pa t ient ' s recovery, and therefore hope is a 
priority need (Simpson, 1991). The more critical the illness, the s tronger the need 
is to stay near the patient ( ^uppe r t et al., 1996). This is supported by the in terview 
data. Relat ives expressed a strong desire to stay at the pat ient ' s beds ide w h e n the 
fami ly member s were informed about the deterioration of the pa t ien t ' s condi t ions . 
This is in fact a coping method to manage the stressful hospital izat ion. If this 
method does not work, somatic complaints such as restlessness, insomnia , and 
depress ion m a y be experienced. Famil ies then need to t u m to someone for support . 
Nurses should recognize that the fami ly is under stress and m a y not cope effect ively . 
Early intervention and support or re inforcement for their coping ef for ts should be 
m a d e ( D o m , 1987; Millar , 1991). 
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Millar (1991) also argues that "patients seldom experience a crisis alone, what 
influences them influences others with w h o m they are closely connected" Q).4). 
Family are considered to be important in patient care because not only are they 
affected by the patient 's illness but they also provide social support for the patient 
(Dockter, Black, and Hovell, 1988). Family is therefore an extension of the patient 
in the treatment process. 
Reactions to the Patient's Critical Illness and Hospitalization 
The families showed a change f rom strong negative emotions to positive and 
enthusiastic feelings the longer the patient survived. The strong negative emotions 
during the first one or two days ofhospi ta l iza t ion may relate to the family members ' 
inability to help the critically ill patient or because of the delays in getting 
information about changes in the patient 's condition. Families might make use of 
different coping strategies to decrease their anxiety, for example, by checking for 
consistent answers from the health professionals (Ruppert et al., 1996; Braulin et al., 
1982)，and by maintaining hope for the pat ient ' s recovery. Therefore, the longer 
the patient survived, the families would feel much more positive and enthusastic. 
The families in this study needed someone to talk to about their negative 
feelings of guilt and responsibility, otherwise this became an unmet need as 
frequently expressed by the families in this study. Chinese families might feel 
guilty, and feel responsible for the pat ient 's illness (Yeh et al., 1994). However , 
Koller (1991) also found that positive emotions such as relief and happiness were 
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also experienced after the second day of hospitalization. Family members 
continued to "ride an emotional roller coaster" during the hospitalization (Kleiber, 
1994, p. 70). It is therefore essential for nurses to recognize these emotional 
frustrations, and to plan and implement appropriate family interventions f rom the 
fami ly ' s perspective. As stated by a family in the interviews, nurses ' "sincere 
support" can induce and continue their hope and enthusiasm to overcome the 
biologic crisis of the pat ient 's critical illness. 
Unmet Needs of the Family 
The mos t important family needs rated by the family appeared to be most ly met 
by the heal th professionals as indicated by the low average unmet need scores. The 
important unmet needs in this study were considered by the famil ies as less 
important and were mostly the personal needs o f t h e family members such as ' to feel 
it is alright to cry ' and ' to have someone to help with financial p rob lems ' . It 
appears that the family members who participated in this study were able to mobi l ize 
their available resources to meet their personal needs. It is therefore somet imes 
important to consider that family members of critically ill patients may actively 
pursue need satisfaction as a means of coping (McCubbin & Patterson，1983). In 
making best use of this effective coping effort , it is possible that the recent emphas is 
in family involvement in critical settings is essential to meet their own needs. This 
has also m a d e nurses more aware o f t h e importance of the f ami ly ' s part icipation in 
critical care; and interventions can be made to strengthen the adaptive resources and 
coping effor ts of family members with critically ill patient (Dom, 1987; Kahn, 
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1992). 
However, the unmet need ‘to help with the patient 's physical care，was one of 
the highest ranked unmet needs, which is also related to the another highly ranked 
w 
unmet need ' to visit any time，. Restrictive visiting policies may interfere with the 
fami ly ' s need to care for their physically ill relatives (Dom, 1987; Quinn, Redmond 
& Begley, 1996). Families were always longing for being informed and having 
chance to participate in the physical care during their visiting times. Family 
visiting in the intensive care units has become an issue since the importance of 
family as a source of support has been recognized. Flexible visiting hours al low the 
family members to keep in touch with their critically ill patients and be involved in 
some simple physical care to the patients. It is the right t ime for Hong Kong 
hospitals and critical care units to examine the effects of restrictive visiting policies 
(Wong, 1995). Open and flexible visiting policies also allow for more formal and 
informal information sharing between staff and family members, thus increasing 
satisfaction of the fami ly ' s information needs (Henneman et al., 1992). 
Another interesting item f rom the ten highest unmet needs was ‘to talk about 
the possibility of the patient 's death’. This was also related to the perception of the 
families that they needed ‘to have questions answered hones t ly� . Chinese families 
are sometimes considered to be traditional and religious people and are perceived as 
not liking to say something 'bad ' to the ill relative or to talk about their ' l i fe or 
death’ (Yeh et al., 1994). This cultural issue might encourage health professionals 
to ignore the families who would like to know the ‘truth，of the condition of the 
critically ill relative. Therefore, if health professionals give realistic information to 
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the family members and let them ventilate their feelings about the pat ient 's death, 
these two unmet needs could be satisfied. 
w 
Persons Suitable to Meet the Important Family Needs 
Doctors and nurses have been found to be the primary and most important 
resource persons available to family members for need satisfaction in this study, and 
similar f indings were indicated in the studies of Daley (1984), Krumberger (1985) 
and Wong (1995). The families in this study viewed nurses as the most important 
source of care provision in helping them physically care for the patient (Krumberger , 
1985). Nurses were also considered to have close contact with patients throughout 
the 24-hour and could therefore provide updated information about the changes in 
the pat ient ' s condition (Curry, 1995). Therefore, the five family needs that could 
most frequently be met by nurses were related to pat ient 's physical care and 
information needs. 
In this study, doctors were perceived to be helpful in provision of the ‘best’ 
medical treatment to the patient. Doctors should be the most appropriate 
professionals to give the information related to disease, progress, and medical 
diagnosis or prognosis of the patient (Daley, 1984; Wong, 1995). The family 
would like to talk to doctor everyday and be assured that the best medical care is 
being given to the patient. 
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Relationship of Family Needs With Demographic Variables 
f 
Finally, it was indicated in the findings that there was significant correlation 
between the sex of the family member, and the need importance (met and unmet 
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needs). The significant relationship between rating of family needs and sex of 
family member was also found in the study by Wong (1995). Leske (1992).also 
reported difference in stress levels of male and female spouses of critically ill 
patients. Kennerly (1990) suggested that the sex of the family member might 
represent a specific role and expectation in the family. From calculating the 5 
domains of family needs (Leske, 1992), the female family members were found to 
be more anxious and dependent on the health professionals in obtaining information 
about the patient and in ensuring the best care was given to the patient. It may 
indicate the traditional mothering role of the female in a Chinese family (Tseng & 
Wu, 1985). In a Chinese family, the wife or mother is usually expected to be the 
one who takes care of the household affairs and the general health of every family 
member , especially the children. Therefore, the resultant needs and stress would be 
experienced at different levels. It was also found that women subsequently had a 
higher need to know and to feel hopeful about the condition of the patient (Wong, 
1995). 
There was also significant correlation between relationship with the patient and 
need importance. This relationship was only found in a f ew previous studies. 
Four recent studies reported this comparison. Spatt et al. (1986) from their study in 
the United States; and Wong (1995) f rom her study in Hong Kong found no 
significant difference among the spouses or other close family members for all 
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domains in the CCFNI. However, Norheim (1989) noted that spouses rated some 
needs significantly different from those of other relatives. Leske (1992) also found 
that the only significant difference was that^adult children rated the need for comfort 
significantly less important than the spouses. Despite the lacking of conclusive 
findings as evidence support, this significant relationship in the present study raises 
the concerns about the difference in the perceived needs according to the 
relationships of family members to the patients under care. 
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CHAPTER 6 
LIMITATION, IMPLICATION AND RECOMMENDATION 
^ 
Limitation of the study 
The relatively small sample size and the lack of random sampling limited the 
generalizability of the study. However, most of the objectives of the study have 
been fulfi l led. One objective o f t h e study - to explore the reasons for the perceived 
importance of family needs - was not fully satisfied in this study. The information 
and assurance needs were found to be much more important than the personal needs 
for physical comfort , family support and proximity to the patient. The detailed 
explanation of the family about the reasons of this need importance differences was 
not studied in-depth in this study. 
The use of the Leske ' s (1991) revised CCFNI was designed and used in 
Wes tem countries. The reliability and validity were not tested in the Chinese 
family population. Items such as ' to have a bathroom near the waiting room’ may 
not be appropriate to the Hong Kong hospital settings. The translation of the 
CCFNI to Chinese version was designed by the researcher. Although the translated 
version had been subjected to a systematic validation and testing, it was only pilot 
tested by administering to 8 conveniently selected family members . Further 
reliability and validity testing of the tool should be carried out with Chinese 
families. 
The use of multiple data collection methods increases the complexity of the 
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data collection process. More than half an hour was needed for each fami ly 
member to copiplete both the questionnaire and the interview. With this long 
responding time，the families would reduced interest or wil l ingness to answer all 
quest ions in the interview. Overlapping information obtained f rom both data 
collection methods was also found f rom the data. In addition, the 20-minute 
interview was not sufficient to achieve the objectives of exploring the addit ional 
needs of the family, identifying the most suitable person to meet the fami l ies ' needs 
and especially examining h o w the famil ies felt at this critical period. Superf ic ia l 
informat ion could only be obtained in understanding the emotional react ions of the 
fami ly members and no subsequent discussion on the reasons and possible 
interventions of the intense emotions. Therefore , object ive 5 was only partially 
achieved. 
Moreover , for the sampling of fami ly members , only two at mos t o f the close 
relatives, w h o perceived themselves as mos t intimate to the patient, were selected by 
the researcher during the visiting periods. Some other family m e m b e r s s ignif icant 
to the pat ients could not be accessed in this specific t ime period. This m e t h o d of 
sampl ing or the defini t ion of critically ill pa t ien t ' s family might limit sample access, 
wh ich could reduce the availability of comprehensive and accurate data f r o m all 
s ignif icant family members of the critically ill patient. Therefore , s ingle me thod of 
data collection with larger sample might overcome some of these diff icul t ies . 
Selected demographic characteristics were reported in this study. 
Biographical data such as accurate diagnoses of the patients and educat ional level of 
the fami ly members , that might be signif icant correlated with the need impor tance , 
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were not reported. In addition, there was also no data on the characteristics and 
policies of the critical care unit, philosophies toward families, hospital resources 
available to families, and the physical proximity between the critical care units and 
the family waiting room. These policies of the unit might affect the fami ly ' s 
perception of the need importance and satisfaction of their needs. Lack of these 
data reported in this study may also make the application of research f indings to 
practice more difficult. 
Finally, the interview guide needs flirther validation for future use. It was 
only tested with small convenience sample in the pilot study. Further testing and 
improvement of the guide with a larger sample in different critical care settings 
would be useful for collecting additional information of immediate family needs, 
and their feelings and emotional reactions to the patient 's hospitalization. 
Implication for Nursing Practice 
Nursing theorists and psychologists assert that an individual has to fulfi l l some 
fundamental physical and psychological needs in order to survive (Bemstein, 1990). 
These needs such as safety, comfort , hope and love are also viewed as essential 
requirements that maintain the integrity of human beings. When an individual is 
situated in crisis, he/she does experience difficulties in satisfying his/her immediate 
needs. Similarly, family with their critically ill patient will experience crisis and 
possess variety of physical, emotional, and cognitive needs as indicated during the 
first f e w days of hospitalization. Nursing interventions in the process of family 
coping with admission of a critically ill relative must include an accurate assessment 
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of both needs of the patient and more importantly, the family itself. The use of a 
valid measurement tool of the family needs can be useful for critical care nurses in 
understanding the immediate needs, f rom the fami ly ' s perspective, in instilling hope 
to the families, and also in satisfying their important needs. 
Use of a valid measure to assess the immediate needs of families visiting in 
critical care units can reveal the focus of nursing intervention thus providing quality 
care to the family. It is important that health care professionals understand the 
immediate needs of different families and members with different relationship with 
the critical ill patient. Nursing assessment and education should be focused on 
those key psycho-social needs that have been repeatedly identified as important to 
family members , which are for examples visiting the patient daily, obtaining updated 
information of the pat ient 's condition, and explaining the medical treatment and care 
that the patient is receiving. Interventions can then be planned to meet those needs 
that are important aspects of patient and family care. 
This knowledge of family needs of a critically ill patient broadens the focus of 
the nursing practice f rom the patient to involve the family system in the critical care 
plan. The family is an important aspect of the health care provision, and 
satisfaction of their needs will be conducive to the care and recovery of the patient. 
However , the mechanism for utilizing the assessment and determination of these 
needs in practice is of ten haphazard and should be further explored and developed. 
Informat ion needs appeared to be most important to the families in this study. 
It is essential that families can receive honest and accurate information about their 
critically ill family member . They also look for hope and the information for 
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pat ient 's prognosis is also very important to them. The information should be 
provided in a simple and clear manner. One method is for the nurse to contact 
individual family member in person, and then focus on one or two concerns each 
time. ‘ 
Updated information should be given by a doctor or nurse and reinforced by 
another party. The positive attitudes of health professionals including nurses, can 
induce hope to families in crisis. Families will then change f rom a negative and 
hopeless emotional state to a positive and enthusiastic attitude to the pat ient ' s 
condition. Even if the patient is dying, the family may be able to accept the 
tragedy. Hence, there will be positive impact on the family health state. 
Moreover , fulfill ing the unmet need related to visiting, the family should have 
open access to the patient. Flexible visiting hours and allowance of family to stay 
by the pat ient ' s bedside are measures that need considering by critical care units. 
The presence of family as a source of support to the patient is increasingly 
recognized (Dom, 1987). Another important unmet need in this study was ‘to help 
with the pat ient ' s physical care ' . Allowing the family to take part in the decision 
and implementat ion of care has been controversial (Krumberger, 1985) because the 
family members were not well-prepared in providing physical care to the patient. 
Nurses should therefore educate the family in critical ill patient care and involve 
them in providing care according to their understanding, skills and available t ime. 
Finally, nurses have to recognize that the family experiencing shock and 
anxiety as a result of the patient 's hospitalization to a critical care unit. The 
pat ient ' s admission is usually unexpected and can precipitate a crisis in the family , 
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especially if the family do not have previous experience of hospitalization. 
Families may also feel angry and guilty if they feel they are responsible for the 
pat ient 's illness. Nurses should therefore provide sufficient and immediate 
psychological support and assurance to the family that has little control over the 
pat ient ' s environment or treatment and care. 
Recommendations for Further Research 
Some recommendations for further studies are given as follows: 
• A feasibility study of the translated inventory CCFNI (Leske, 1991) in various 
critical care settings to assess its use and effectiveness in studying the Chinese 
community. 
• In-depth examination of additional needs and distress of family members of 
critically ill patients could be made with a more extensive interview. 
參 Besides the immediate family needs, it is also worthwhile to study famil ies ' 
coping mechanisms and resource utilization during the pat ient 's hospitalization. 
Study of the effectiveness of various coping methods used by family members 
in crisis also contributes to nurses ' understanding of fami ly ' s need for supports 
and interventions. 
• Long-term effects of a critical illness on the family have not been studied in this 
study. These effects should be studied to help the care planning of famil ies 
facing the recovery or death of the patient. 
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• It is also important to identify and evaluate the nursing interventions used to 
meet the fami ly ' s immediate needs. Drawing on the findings of this study, 
giving hope and giving information in anticipation of reducing unmet needs 
would be fruitful areas of research. ‘ 
• 11? 
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APPENDIX I 
APPLICATION LETTER FOR ACCESS 
To: Hospital ChiefExecutive, 
Hospital. 
Date: ‘ 
Dear S i r M a d a m , 
Re ； Request for permission to collect research data in Critical Care Units 
I am a nursing student of the Chinese University of Hong Kong and reading for a 
Master of Philosophy in Nursing. My program requires that I undertake a research 
study. As I am interested in the issue o f f a m i l y needs of patients of critical care units in 
Hong Kong, I hope to conduct a research project on the family needs of patients of 
some critical care units. 
For this purpose, I request permission to interview families having their family 
members being admitted to the critical care units in the first 96 hours after admission. I 
would also request access to some clinical records for confirmation of the information 
obtained from the questionnaire and a semi-structured interview. 
The families participate the study voluntarily and need to complete quest ionnaire 
with Leske's Critical Care Family Needs Inventory - CCFNI (1991) fol lowed by an 15 
minutes semi-structured interview. Informed written consent will be obtained. Nei ther 
the hospital nor the identity o f f ami l i e s will be revealed in any report o f t h e study. 
I hope to start my research as soon as possible to meet the t ime schedule of the 
data collection. Summary of the proposed study, approval letter f r om Clinical 
Research Ethics Committee, written consent fo rm for the participant famil ies and the 
CCFNI ( Chinese Version ) were attached for your information. I would also be 
pleased to supply any information you may require. 
Thank you in anticipation for your kind assistance for the above matter. 
Yours sincerely, 
( L e e Yuet-ming, I sabe l l a ) 
MPhil . Student O^ursing), C U H K 
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APPENDIX II 
SUMMARY OF STUDY PROPOSAL 
THE CHINESE UNIVERSITY OF HONG KONG 
DEPARTMENTOF NURSING 
MASTER OF PHILOSOPHY IN NURSING 
APPLICATION FOR APPROVAL FOR ACCESS TO 
CARRY OUT STUDY 
1. ES[STITUTIONS & S E T H N G S W H E R E R E S E A R C H IS T O BE C A R R I E D 
O U T Main study : In various critical care units in 2-3 acute hospitals 
Pilot study : In one critical care unit ( I C U medical or surgical, or C C U in one 
acute hospi ta l ) . 
2. TITLE OF R E S E A R C H 
Family needs of patients in critical care units. 
3. AIMS OF R E S E A R C H 
To explore the family needs of patient in critical care units in Hong Kong. 
4. OBJECTIVES OR H Y P O T H E S E S 
* To determine family needs of a family member in critical care units within 
the first 96 hours of admission and its relative importance. 
* To determine whom the family member perceive as being the most likely 
person to meet their specific needs. 
* To discover which of these needs were perceived by the family as being 
unmet. 
* To compare the level of importance of these specific family needs with 
some demographic characteristics of the families and patients o f t h e 
critically ill. 
5. R E S E A R C H DESIGN 
a. S A M P L E 
Purposive sampling of totally 30 family members ofcr i t ica l ly ill 
patients who meet the following criteria : 
(1) The family member would be the spouse, parent, adult child ( 1 8 
years or older )，or significant other to the patient. 
(2) The family member would be interviewed within first 96 hours of 
a patients' admission; 
(3) The admission to the critical care units would to be the first t ime 
for the patient; 
(4) The family member voluntarily agreed to participate in the study 
(5) All subjects can speak, understand, and read Chinese Language. 
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b. D A T A C O L L E C T I O N M E T H O D S 
* Invite participation of families personally by the researcher in the 
wait ing rooms of the critical care unit. 
* Quest ionnaire completed by family member s and collected 
immediately after complet ion. 
* 15-20 minutes taped interview with each family member . 
* Inspect ion of some clinical records, if necessary. 
. . ‘ 
c. E T H I C A L P R O C E D U R E S 
Writ ten informed consent will be secured f rom every informant before 
the interview. The purpose of the research will be explained. Ethical 
considerat ions will be explained including the taped interviews will be 
confidential and will not be shared with any hospital staff. The final 
report will contain anonymous quotat ions and will not be associated wi th 
the n a m e of any informant or hospital. The identity o f a n y patient 
ment ioned will be protected. 
d. P R O P O S E D A N A L Y S I S 
Explorat ion of specific family needs through the translation, 
transcription and content analysis of the taped interview data, and the 
conf i rmat ion of collected data with the clinical records. Descript ive 
statistical analysis o f s c o r e s of the completed quest ionnaire and 
determinat ion of the relative impor tance of the family needs wi th specif ic 
demographic characteristics of the participants. 
7. T l U m G O F T H E S T U D Y 
Pilot s tudy in one critical care unit for about one month. M a i n study in each 
critical care unit for 1 -2 month. 
8. D I S S E M N A T I O N O F FES[DmGS 
* Thes is to be submitted for the p rogram : Master of Phi losophy in 
Nurs ing , C . U . H . K . . 
* Possible publicat ion of f indings 
9. N A M E O F T H E S U P E R V I S O R 
Professor A n n Mackenzie , Chai rman o f D e p a r t m e n t o f N u r s i n g , C.U.H.K. . 
10. N A M E O F T H E R E S E A R C H E R 
Ms. Lee Yuet Ming, Isabella. 
11. C O N T A C T T E L E P H O N E N U M B E R S A N D A D D R E S S 
Researcher : Tel - 24760231 call Ward Manager of Dept . of Surgery 
Ms . Lee Yuet Ming 
O r p a g e r : 1139933 call 271. 
Supervisor : Tel - 26096223(4) 
Address : 5/F., Sino Building, Depar tment o f N u r s i n g , 
C.C., C.U.H.K.，Shatin, N .T . ‘ 
• 11? 
APPENDIX III 
The ENGLISH VERSION OF THE CCFNI (LESKE, 1991) 
Please check (V) how important each ofthe following needs is to you. 
No. Need statement ‘ Not Slightly Very 
important important Important important 
� � (3) (4) 
1. To know the expected outcome “ ~ ‘ 
2. To have explanations of the 
environment before going into the 
critical care unit for the first time 
3. To talk to the doctor every day 
4. To have a specific person to call at the 
hospital when unable to visit 
5. To have questions answered honestly 
6. To have visiting hours changed for 
special conditions 
7. To talk about feelings about what has 
happened 
8. To have good food available in the 
hospital 
9. To have directions as to what to do at 
the bedside 
10. To visit at any time 
11. To k n o w which staff members could 
give what type of information 
12. To have fr iends nearby for support 
13. To know why things were done for the 
patient 
14. To feel there is hope 
15. To k n o w about the types of staff 
members taking care of the patient 
16. To k n o w how the patient is being 
treated medically 
17. To be assured that the best care 
possible is being given to the patient 
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No. Need statement Not Slightly Very 
important important Important important 
� (2) (3) (4) 
18. To have a place to be alone while in 
the hospital 
19. To know exactly what is being d o n e . 
for the patient 
20. To have comfortable fumiture in the 
waiting room 
21. To feel accepted by the hospital staff 
22. To have someone to help with help 
with financial problem 
23. To have a telephone near the waiting 
room 
24. To have a pastor visit 
25. To talk about the possibility of the 
pat ient ' s death 
26. To have another person with you when 
visiting the critical care unit 
27. To have someone be concerned with 
your health 
28. To be assured it is alright to leave the 
hospital for awhile 
29. To talk to the same nurse every day 
30. To feel it is alright to cry 
31. To be told about other people that 
could help with problems 
32. To have a bathroom near the waiting 
room 
33. To be alone at any time 
34. To be told about someone to help with 
family problems 
35. To have explanations given that are 
understandable 
36. To have visiting hours start on t ime 
37. To be told about chaplain services 
• 11? 
No. Need statement Not Slightly Very 
important important Important important 
� (2) (3) (4) 
38. To help with the patient 's physical 
care 
39. To be told about transfer plans while -
they are being made 
40. To be called at home about changes in 
the pat ient 's condition 
41. To receive information about the 
patient at least once a day 
42. To feel that the hospital personnel care 
about the patient 
43. To know specific facts concerning the 
pat ient 's progress 
44. To see the patient frequently 
45. To have the waiting room near the 
patient 























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































DEMOGRAPHIC DATA SHEET (CHINESE VERSION) 
硏究 ^ ® :在深切治療/&[>病治療部之病者家屬的需要：探討性硏究 
調查員：李月明小姐（護理學哲學碩士學生） 
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APPENDIX VI (Cont 'd) 
W R I T T E N CONSENT F O R M (ENGLISH) 
T H E CHINESE UNIVERSITY O F H O N G KONG 
DEPARTMENT O F NURSING 
CONSENT F O R M 
Project Title: Needs o fFami l i e s Who Have A Relative inA 'Cr i t i ca l Care Unit in Hong 
Kong 
Investigator: L E E Yuet Ming, Isabella, Student of Master of Philosophy in Nurs ing 
The purpose of this study is to determine family needs of critically ill patients 
during hospitalization in a critical care unit in the first 96 hours. Self -report 
questionnaires will be used to collect immediate needs information. Af t e r the 
complet ion of the questionnaire, a semi-structured interview will be conducted. 
During the interview, questions will be asked regarding the importance o f t h e s e needs 
to the family; who meet those needs; any additional needs perceived; and feel ings to 
the pat ient ' s illness and hospitalization. The interviews will be taped recorded and 
will not be shared with the hospital staff. The final report, containing anonymous 
quotations, will be available to all participants on request at the end o f t h e study. 
THIS IS T O CERTIFY T H A T I， H E R E B Y agree to 
participate as a volunteer in the above named project . 
I hereby give permission to be interviewed and for this interview to be tape recorded 
I understand that, at the completion of the research, the tape will be erased. 
I understand that I can reftise to answer any specif ic questions in the interview if I so 
desire. I also understand that I am free to wi thdraw my consent and terminate m y 
participation at any time，without penalty. 
I have been given the opportunity to ask whatever questions I desire and all such 
questions have been answered to my satisfaction. 
Participant ~ ~ I n v e s t i g a t o r 
Date:  
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APPENDK V n 
SAMPLE EVTERVBEW SCWPT 
*EN 01 First of all, would you mind telling me any other needs that are not stated 
in the questionnaire? 
*CLA 02 Ah … I can only find out that I need more information about my husband 
I need the nurses' support and help to take care ofhim. 
*EN" 03 What kind of information? 
*CLA 04 Mm ,.. I want to know anything* about my husband, including* his 
progress, treatment, care ... or condition today. 
* m 05 Any others? 
*CJLA 06 Mm ... 1 don't know. Maybe doctor and nurses should know what 
should be given to the relatives. 
*IN 07 AJLso, you mentioned that you need some support from nurses. Can you 
explain to me in details? 
*CLA 08 Yes. 1 sometimes felt very sad and 1 hope nurses can tell me some good 
news about my husband. I also need to have psychological comfort 
from nurses or other staff since they understand my situation. 
*XN 09 Do you think that nurses or doctor give you enough support? 
*CLA 10 Mm • • • It is quite alright But sometimes I felt annoying because 1 could 
not understand what doctor explained to me. He used some medical 
terms ... for example ‘一* 
*ENf 11 What were the medical jargon used? 
*CLA 12 For example, he told me that my husband showed dyspnoeic kst night 1 
did not understand what was 'dyspnoeic'. Therefore, I asked him to 
expkin it to me once more. 
*C^ 13 Did he explain clearly to you? 
*CLA 14 Yes, of course. He told me that my husband was having difficulty in 
breathing last night 
*lN 15 Do you want to have more simple, concise explanation with simple terms 
when having explanation? 
*CLA 16 Yes, 1 hope that I can understand the explanation, lt is very important to 
me ... and my husband. Do you agree? 
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*E^ 17 I can see your p o i n t Jn fact, what information would you like to have? 
* C L A 18 1 .. . would like to hear about the progress of my husband 's physical 
conditions. His conditions seemed to b e deteriorated in these two days. 
H e needed oxygen to assist his breathing and he showed discomfor t 
dur ing breathing. M m … I also wanted to have any earlier informat ion 
about m y husband ... for any change in his conditions ... any change ... 
can you understand this? 
*JJS 19 Yes. Besides his conditions, what other things you want to know? 
* C L A 2 0 Oh yes! I have to b e informed of all the information about this unit , 
especially the visiting hours, the doctors or any s t a f f l can approach to 
fo r asking questions. I hope to b e well informed of any treatment or care 
tha t can be useful to my husband ' s recovery. 
A h … I don ' t k n o w what sort of information I need to know, l f someone 
can give suggestions or advice to me , it will be helpful to us. 1 only have 
to believed in the doctor o r nurses here .. . I tiiink tiiey can provide the 
necessary care or t reatment to m y h u s b a n d It would be better i f t h e y let 
m e k n o w wbat happened to m y husband, 
*TS21 OK, As you have jus t ment ioned about some health professionals w h o 
could b e W p f u l to satisfy your Jieeds, would you mind tell ing m e w h o 
wou ld be the suitable person, o r more than one person, to sat isfy your 
most important needs as you had rated in the questionnaire? 
* C L A 22 Can you give m e back the q u e s t i o n n a i r e ? … B e c a u s e I cannot remember 
(f 
what exactly I had rated in i t 
*E^ 2 3 Yes, of course .. . Here is your questionnaire. 
*CLA 2 4 Yes .. • Should 1 give you the answers fo r all need statements here? 
*EV 2 5 No , you only need to refer to the ten highest rankings. 
*CLA 26 Tha t is simple. The first one is ' t o k n o w the expected ou tcome ' . I think 
that doctor is the mos t suitable person to satisfy this n e e d I think the 
prognosis or outcome of a pat ient should be professional medica l 
knowledge about the patient … i t should only be the responsibility or 
expert ise of the doctor. 
* m 27 A h ... ha- H o w about the others? 
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*CLA 28 For the second one: ‘to be assured that the best possible care is being 
given to the patient，’ 1 think both nurses or doctor can be suitable to 
satisfy this need Doctor can prescribe the best treatment and the nurses 
can provide best bedside care …and administration ofthe treatment that 
the doctor prescribed 
O^T the third and fourth ones: ‘to know the specific facts concerning the 
patient's progress，and ‘to know .bow the patient is treated medicalJy', 
they can also be satisfied by doctor. 
*ES 29 Can they be satisfied by other professionals? 
*CLA 30 1 think ... doctor is the most suitable one to satisfy these two needs. The 
doctorknow the specific facts about the patient …especiaUy the medical 
conditions ... rehted to the disease of the patient 
*IN 31 Then, h o w about the other needs? 
*CLA 32 The next two are ‘to be calied at home about the changes in the patient's 
condition，and 'to see the patient frequently'. They can be satisfied by the 
nurses in this unit This is their responsibility to inform the relatives about 
any changes of the patient's conditions …to ensure the rektives can visit 
the patient at their most convenience ... at most suitable time ... or in 
flexible hours. 
*IN 33 OK. How about the seventh to tenth most important needs? 
*CLA 34 Yes ... I think the other four important needs can be satisfied by doctor, 
nurses, and sometimes other hospital staff. Eveiy staifcaring my husband 
could give appropriate information to me; should have understandable 
explanation about my husband's progress; should have questions 
answered honestly; and make me feel there is hope. 
*IN 35 Thank you. As you can remember, who is the most suitable person, or are 
the suitable persons, to satisfy most of your needs listed in the 
questionnaire? 
*CLA 36 I think ... nun ... it should be doctor or nurses in this unit. They can 
provide all essential medical or nursing care to the patients in 24 hours. I 
do not know very dearly about the fimctions of other professionals. I 
usually find these two professionah in the unit and I mostly approach 
them in these two days. 
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*EN[ 37 A l r i g h t Le t ' s go to the last part of this interview. I would like to k n o w 
your present feelings about the hospitalization or the illness of your 
h u s b a n d Would you mind telling m e anything related to your feeIijigs 
now? 
* C L A 3 8 I feel really bad in these f e w days. I could no t understand why this 
t ragedy happened to me. M y husband and I had our living quite well and 
w e got two little children with ages about six and e igh t I could not accept 
this sudden crisis to my family. 
* ^ 39 D i d your husband show any sign or symptom o f t h i s heart attack? 
* C L A 40 No, m y husband was quite heaJthy and did not have any serious illness 
before . H e did not show any pain or discomfort on his chest to me. H e 
worked very hard bu t he seemed to cope with the stress from his work 
very well . He always stayed with the family in the holidays and had 
enough exercise daily … h e had the morn ing exercise with some foends 
l iving nearby. H e did not smoke and only had the social drink once p e r 
week . I still wonder why my husband got the hear t disease. 
*JDV 41 W h a t d id doctor tell you about your husband ' s condit ion and the disease? 
* C L A 4 2 Doc to r had told m e about m y husband ' s condition and I could not 
unders tand all the information g iven to me. M y husband is still 
u n c o n s d o u s and the condition is unstable. H e had to b e c l o s d y moni tored 
by the machines in the un i t 1 was really very anger about this misfortune. 
I cannot accept the doctor telling m e that my husband is generally all 
righL A n d some medical terms m a k e m e a n n o y i n g a n d anxious about the 
condi t ions of my husband, 
*J[N" 4 3 W h a t diff icul t terms you can remember? 
* C L A 44 I can r emember that I had been told by a nurse t h a t � o u r husband had put 
oti E T tube and had ‘arrhythmia’ yesterday”. W h e n I asked her to tell m e 
t he details, she k n e w that she had confiised m e with those technical 
terms. She was happy to explain to m e once again. But when she started 
to tell m e , she heard one machine alarm was on. She had to leave m e and 
sett le the emergent situation. A f t e r that, she forgot to explain to m e again. 
*TN 45 W h a t did you feel at that t ime? 
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* C L A 46 I was really frustrated about the lack of information or vague information 
received from the nurse. 1 felt totally out of control of the situation and 
onty relied on the hospital s tafTs help. However , the vague information 
m a d e m e much worry about my husband ' s condition. 
*ES 47 I see. But , was this emotion to b e persistent and intensed? 
»• 
* C L A 4 8 Yes . . . I felt extreme distressed when I could not receive adequate 
informat ion about my husband 's condition. I was worried about what I 
can be done for h im during this crit ical p e r i o d I a m afraid o f t h e sudden 
and unexpected thing would happen. I don ' t wan t to hear the message o f 
m y husband ' s sudden death. 
*EV 49 OK. I have jus t heard about your w o n y and fea r about your husband ' s 
illness. What do you think to be he lpfu l in relieving your stress? 
* C L A 50 I do no t know. Maybe the good new s about my h u s b a n d I had to k n o w 
thc early, clear, detail information from staff I need the explanation 
about the progress and prognosis of m y h u s b a n d I need the expert care to 
m y h u s b a n d . . . he is very important to m e and our family. 
*EN[ 5 1 Bes ides all these w o n y and concems , wha t other feelings you are having? 
* C L A 52 I only worry about the outcome o f this hospitalization, and whether m y 
husband can recover from this serious illness soon. 
*CS" 53 All right I hope that your husband wil l recover and be discharged soon. 
Anyway , thank you for your participation o f t h e study. GoodBye. 
* C L A 54 GoodBye. 
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APPENDDC V m 
SECTION OF EVTERVn:W SCRffT WITH CROSS-CHECKEVG 
Sample Interview Script C r o s s c h e c k i n g 
* m 0 1 F i r s t o f a l l w o u l d y o u m i n d *EV01 First o f a l l can y o u t e l l m e some 
tel l ing m e any other needs that other needs not listed in the 
are not stated in the questionnaire? 
questionnaire? 
* C L A 02 Ah ... I can only find out that I * C L A 02 H a ... I need some informat ion 
need m o r e information about my about my husband, and I also 
h u s b a n d I need the nurses ' need nurses ' support and care for 
support and help to take care o f my husband, 
h im. 
* m 0 3 W h a t k i n d o f i n f o r m a t i o n ? * E V 0 3 What information do you want? 
* C L A 04 M m … I want to know anything * C L A 04 M m … I want to k n o w m y 
about m y husband, including h is husband ' s condit ion, fo r example , 
progress，treatment, care … o r his progress, t reatment , nurs ing 
condit ion today. care, or his current conditions. 
*EV 05 Any others? *BV 0 5 Any others do you want? 
* C L A 06 M m … I don ' t know. Maybe * C L A 06 M M . I do not k n o w wha t others I 
doctor and nurses should k n o w need. But doctors and nurses 
wha t should be given t o the should give m e wha t a relative 
relatives. w a n t t o h a v e . 
*JfN07 Also, you ment ioned that you * m 0 7 Moreover , you said that you need 
need some support f r o m nurses. some support from the nurses. 
C a n you e x p b i n to m e in details? Can you tell m e m o r e about this? 
* C L A 0 8 Yes. I somet imes fe l t very sad * C L A 0 8 OK. W h e n I fel t sad, I need 
and I hope nurses can tell m e nurses to tell m e someth ing . •. 
s ome good news about m y progress about m y h u s b a n d I 
h u s b a n d 1 also need to have also find necessary to have 
psychological comfor t from psychological comfor t from staff 
nurses or other s taff since they because they realize m y needs, 
understand my situation. 
",� 
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*BSf09 Do you think that nurses or doctor *BV09 Do you feel you obtain adequate 
give you enough support? support from nurses or doctor? 
*CLA 10 Mm ... It is quite aIrigJit But *CLA 10 Ah ... It is OK. But I felt 
sometimes I felt annoying because I distress when I did not 
couM not understand what doctor understand what the doctor 
explainedtome. Heusedsome explainedtome. The doctor 
medical terms ... for example 厘 always used some terms ... 
“ medical terms …Such as ... 
mm 
*JDV 11 What were the medicaljargon used? *m 11 Then, what are the examples? 
*CLA 12 For example, he told me that my *CLA 12 An example is: 
husband showed dyspnoeic last ‘Your husband was dyspnoea 
night ldidnotunderstandwhat lastnight However,ldidnot 
was Myspnoeic'. Therefore,I understandthisterai. Thus,I 
asked him to explain it to me once told him 1 did not understand 
more. this term,... please explain 
again. 
* m 13 Did he explain clearly to you? *BV 13 Then, did he tell you once 
again? 
*CLA 14 Yes, ofcourse. He told me that my *CLA14 Yes. Thedoctortoldmethat 
husband was having difficulty in my husband got breathing 
breathing hst night difficulty last night 
*TS 15 Do you want to have more simple, * m 15 Would you like having 
concise explanation with simple explanation in simple and 
terms when having expknation? concise way? 
*CLA16 Yes, 1 hope that I can understand the *CLA 16 Yes, 1 really want to understand 
explanation. It is very important to what was told. Also, 1 think it 
me …and my husband Do you is crucial to me. And also, to 




LIST OF PERCEIVED NEED IMPORTANCE & UNMET NEED 
SCORE RANKINGS 
Importance Need Statement M e ^ ^ ~ ~ U n m e t Need 
Rank . (Max = 4.00) Score 
Importance 
Rank 
1. To know the expected outcome 3.90 .10 41 
2. To be assured that the best possible care 3.87 .19 35 
is being given to the patient 
3. To know specific facts concerning the 3.84 .24 11 
pat ient ' s progress 
4. To have explanations given that are 3.82 .31 23 
understandable 
5. To see the patient frequently 3 .8 l .38 21 
6. To know how the patient is treated 3.80 .40 30 
medically 
7. To be called at home about changes in 3.79 .41 i 9 
the pat ient 's condition 
8. To k n o w why specific things were done 3.78 .44 28 
for the patient 
9. To feel there is hope 3 75 45 20 
10. To know which staff members could 3.75 .50 31 
give what type of information 
11. To have questions answered honestly 3.73 5g g 
12. To receive information about the patient 3 . 7 1 54 16 
once a day 
13. To know exactly what is being done for 3.70 .71 口 
the patient 
14. To be told about transfer plans while 3.68 .58 15 
they are being made 
15. To have someone be concerned with the 3.66 .62 40 
relat ive 's health 
16. To have a specific person to call at the 3.63 .70 34 
hospital when unable to visit 
17. To talk to the doctor every day 3.60 .78 \ 
116 
I I 
Importance Need Statement Mean m ~ ~ U n m e t Need 
Rank (Max = 4.00) Score 
Importance 
Rank 
18. To have the waiting room near the 3.55 .48 43 
patient 
•/ 
19. To feel that the hospital personnel care 3.50 .45 45 
about the patient 
20. To have a telephone near the waiting 3.38 .41 44 
room 
21. To be assured it is alright to leave the 3.25 .70 32 
hospital for a while 
22. To have directions as to what to do at 3.18 .88 27 
the bedside 
23. To talk about the possibility of the 3.07 1.00 7 
pat ient 's death 
24. To feel accepted by hospital staff 2.98 .98 33 
25. To help with the patient 's physical care 2.90 .79 3 
26. To have visiting hours changed for 2.88 .89 14 
special conditions 
27. To know about the types of staff 2.85 .89 42 
members taking care of the patient 
28. To visit at any t ime 2.81 1.00 2 
29. To have visiting hours start on t ime 2.80 .87 26 
30. To have explanations of the 2.76 .98 39 
environment before going into the 
critical care unit for the first t ime 
31. To have someone to help with financial 2.73 1.02 9 
problems 
32. To have another person with the relative 2.71 .78 3 7 
when visiting the critical care unit 
33. To talk about negative feelings such as 2.68 1.03 5 
guilt or anger 
34. To have friends nearby for support 2.52 .88 38 
35. To have comfortable fumiture in the 2.37 .86 6 
wait ing room 
36. To be told about someone to help with 2.20 .81 26 
family problems 
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Importance Need Statement Mean ^ ~ ~ U n m e t Need 
Rank (Max = 4.00) Score 
Importance 
Rank 
37! To talk to the same nurse every day 2 ^ M B 
38. To have a place to be alone while in the 1.98 .85 18 
hospital . 
39. To be told about chaplain services 1.82 .91 13 
40. To have a bathroom near the waiting 1.85 1.00 22 
room 
41. To be alone at any time 1.70 1.00 35 
42. To feel it is alright to cry 1.66 1.02 4 
43. To have good food available in the 1.45 1.05 10 
hospital , I 
44. To have the pastor visit 1.36 1.12 29 
45. To be told about someone to help with 1.23 1.20 24 
family problems 
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CUHK L i b r a r i e s 
immtmu 
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